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A “New Products” section 


New (2nd) Edition—Jackson and Jackson’s 
DISEASES of the NOSE, THROAT, and EAR 


Here is a vast reservoir of up-to-date, clinical information to 
serve every physician and surgeon wao treats ear, nose and 
throat disease. Revision of this New (2nd) Edition is sweep- 
ing. 256 new illustrations have been added. 61 outstanding 
contributors have done a remarkable job of summing up 
in practical terms and clear language just how oe J are 
managing patients with particular ENT pr 8 

ranging from rhinogenic infection to the intricacies of 
bronchoscopic examination. 


You'll find completely rewritten material on: Frontal sinusi- 
tis, ethmoid and sphenoid sinusitis, tumors of the nose and 
sinuses, diseases of the mouth and tongue, diseases of the 
salivary glands, and many others. Virtually the entire section 
on the ear has been drastically revised with new articles on 
psychogenic hearing loss, hearing aids, chronic infection of 


SAUNDERS COMPANY ® 


W. B. 


the middle ear, the deaf child. The section on the larynx, 
bronchi and esophagus has been rewritten. 


If you can use authoritative advice on problems such as: 
Rhinitis and nasal allergy—Corrective plastic surgery of the 
nose—Paralysis of the facial nerve—Diseases of the oral 
cavity—Technique of tonsillectomy and adenoidectomy— 
Bronchoscopic treatment of asthmatic children — Hiatal 
Hernia—you can turn with confidence to the new JACKSON 
AND JACKSON. 


res by the late CHEVALIER JACKSON, M.D., Se.D., , LLD.. . LH.D., 

C.S., Honorary Professor of Laryngology and 
University Medical Center, Philadelphia; and JACK- 
SON, M.D., M.Sc., F.A.C.S., Professor of Laryngology and Broncho-Esopha- 
gology, Temple University Medical Center, Philadelphia. 886 pages, 7”x10”, 
with 934 illustrations. About $22.00. New (2nd) Edition—Just Ready! 


West Washington Square, Philadelphia 5 
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BUFFERIN.IN ARTHRITIS 


salicylate benefits with minimal salicylate drawbacks 


Rapid and prolonged relief —with less intolerance. 

The analgesic and specific anti-inflammatory action of BurrerINn helps reduce 
pain and joint edema—comfortably. BUFFERIN caused no gastric distress in 70 per 
cent of hospitalized arthritics with proved intolerance to aspirin. (Arthritics are at 
least 3 to 10 times as intolerant to straight aspirin as the general population.') 


No sodium accumulation. Because BUFFERIN is sodium free, massive dosage for pro- 
longed periods will not cause sodium accumulation or edema, even in cardiovascu- 
lar cases. 


Each sodium-free BUFFERIN tablet contains acetylsalicylic acid, 5 grains, and the antacids mag- 
nesium carbonate and aluminum glycinate. 


Reference: 1. J.A.M.A. 158:386 (June 4) 1955. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 


Bristol-Myers Company,19 West 50 Street, New York 20, N. Y. 
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after a coronary 
improve blood supply 


provide prolonged vasodilatation 


Improved blood flow to the myocardium, after a coronary thrombosis, promotes 
development of essential collateral circulation, thereby helping to repair damage. 


Peritrate, 20 mg. q.i.d., safely increases coronary blood supply without appreciably 
changing blood pressure or pulse rate. Its routine use in management of the post- 
coronary patient will provide safe, effective vasodilatation and prevent anginal attacks 
often encountered in the convalescent period. 


Peritrate mg. 


(Brand of pentaerythritol tetranitrate) 


MORRIS PLAINS, N. J. 
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CORRESPONDENCE SHOULD BE ADDRESSED TO 212 | 


INFORMATION FOR CONTRIBUTORS 


THE JoURNAL OF THE AMERICAN OSTEOPATHIC ASSocIA- 
TION is the official scientific publication of the American 
Osteopathic Association. Articles are accepted with the 
understanding that they have not been published or ac- 
cepted for publication elsewhere. 


MANUSCRIPTS 


1. Manuscripts should be typed in triplicate, the original 
and carbon sent to THE JOURNAL, and one carbon kept 
by the author. All copy, including quotations, footnotes, 
tables, references, and legends for figures, should be 
double-spaced, with ample margins. 

2. References are required for all material derived from 
the work of others, whether or not authors’ names are 
mentioned. Reference numbers should be assigned in 
order of reference in the article. Each reference must in- 
clude the name of the author and the full title of: the 
article or book. For periodicals, the name, volume num- 
ber, complete date, and inclusive paging of the article are 
required. For books, the edition, the name and location 
of the publisher, and the year of publication are required. 
Exact page numbers must be given for all direct 
quotations. 

3. The author’s degrees and teaching affiliations should 
be given. 

4. The article should end with a comprehensive summary. 


ILLUSTRATIONS 


1. Photographs should be unmounted, untrimmed, glossy 
prints. 

2. Figure charts, tables which are to be engraved, and 
lettering on prints should be in black (India) ink on good 
quality white paper. Lettering must be large enough to 
be read when reduced. ; 

3. Original roentgenograms or slides can be used for 
reproduction, but direct-contact glossy prints from orig- 
inals are preferable. 

4. All illustrations must be numbered and the top indi- 
cated. If original roentgenograms or slides are submitted, 
the front also must be indicated. 

5. Good illustrations enhance the value of articles, and 
contributors are encouraged to submit illustrative mate- 
rial with manuscripts. 

6. When illustrations which have appeared elsewhere 
are submitted, full information should be given about 
previous publication, whether or not permission has been 
obtained, and credit to be given. 


COPIES OF THE JOURNAL 


1. Three copies of THE JouRNAL containing his article 
will be sent to the author on request. 


REPRINTS 


1. A price list with information for ordering reprints 
is sent with galley proofs. 


ADDITIONAL INFORMATION, 


PLEASE WRITE TO THE EDITOR 
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have you any patients with ~ 


then you should know... 


The literature notes? significant benefits in Sjégren’s 
syndrome treated with METICORTEN. Rare or common, 
practically every corticosteroid-responsive disease has been 
reported to respond to METICORTEN. 

METICORTEN® (prednisone) is available as 1, 2.5 and 5 mg. white tablets. 
*Sjégren’s syndrome — general systemic disturbance which usually includes deficient 


lacrimation plus dryness due to secretory failure of the salivary and upper respiratory 
tract glands, often accompanied by a polyarthritis. 


tGruber, E.: A.M.A. Arch, Ophth. 55:42, 1956. 


SCHERING CORPORATION +» BLOOMFIELD, NEW JERSEY 
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€ arrhythmias 


provides: 


SPECIFIC 
ANTIARRHYTHMIC 
EFFECT 


in ventricular and auricular extrasystoles, 
paroxysmal auricular and ventricular 
tachycardias, paroxysmal auricular 
fibrillations, Wolff-Parkinson- White 
syndrome, bigeminy, and non-chronic 
auricular fibrillation. 

Vistaril appears to act directly on the 
myocardium, since in many patients normal 
sinus rhythm is restored within minutes. 


OUTSTANDING 


SAFETY 


The safety of Vistaril has been especially 
noted by investigators. 

“The drug wasfoundsafe, easily administered, 
and nontoxic in all cases. No untoward 
effects occurred in any patient when the 
drug was given either orally, intramuscularly, 
or intravenously. This is a definite advantage 
over other agents in general use.””! 


AND EFFECTIVE 
CALMING ACTION 


Vistaril also provides the calming and 
tranquilizing properties so valuable in 
cardiac patients. 


The following dosage regimen is rec- 
ommended (Individualized by the physician 
for maximum effectiveness) : 


Oral dosage: Initially, 100 mg. daily in divided 
doses until arrhythmia disappears. For 
maintenance or prophylaxis, 50-75 mg. daily in 
divided doses. 


Parenteral dosage: 50-100 mg. (2-4 ec.) I.M. 
stat., and q. 4-6 h., p.r.n.; maintain with 25 mg. 
b.i.d. or t.i.d. In acute emergency, 50-75 mg. 
(2-3 ec.) I.V. stat.; maintain with 25-50 mg. 
(1-2 ec.) I.V. q. 4-6 h. 


Supply: Vistaril Capsules, 25 mg., 50 mg. and 
100 mg. Vistaril Parenteral Solution, 10 ce. vials. 
and 2 cc. Steraject® cartridges. Each cc. contains 
25 mg. hydroxyzine (as the hydrochloride). 


(Pfizer, Science for the world’s well-being 
PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 


References: 1, Burrell, Z. L., et’al.: Am. J, Card 
12624 (May) 1958. Hutcheor D. E 
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NOW SHE 

CAN COOK 

BREAKFAST 
AGAIN 


... WHEN YOU PRESCRIBE NEW 


A new drug with specific effectiveness in nausea 
and vomiting of pregnancy, Mornidine elimi- 
nates the ordeal of morning sickness. 

With its selective action on the vomiting cen- 
ter, or the medullary chemoreceptor “trigger 
zone,” Mornidine possesses the advantages of 
the phenothiazine drugs without unwanted 
tranquilizing activity. 

Doses of 5 to 10 mg., repeated at intervals of 
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CBRAND OF PIPAMAZINE) 


six to eight hours, provide excellent relief all 
day. In patients who are unable to retain oral 
medication when first seen, Mornidine may be 
administered intramuscularly in doses of 5 mg. 
(1 cc.). 

Mornidine is supplied as tablets of 5 mg. and 
as ampuls of 5 mg. (1 cc.). 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 
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we believe 
the drug of choice.” 
urren' Concepts in Digitalis Therapy: 


Lown, B.. and Levine, sg. A.: © t 
Boston, Little, Brow? & Company: 1954, 23+ par. 2- 


Digoxin wow 
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Only the label telis you the B-vitamins are present 


first vitamin product ever 
LES 
with tasteless B 


new, improved Poly-Vi-Sol® tablets 


6 essential vitamins, Mead Johnson 


Nad vitamin C and more B-complex, too. 


® Now adequate for children of all ages. 


® Delicious, and do not contain carbo- 
hydrates which promote dental caries. 


She’s eager for vitamin time 
because the typical B-vitamin 
taste and odor have been masked. 


“theyre chewable! 


\ Mead Johnson 


Symbol of service in medicine 
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UP Bae ALCOHOLISM 


a “chemical fence” for the alcoholic 


a 


“ANTABUSE” helps the patient resist his compulsive craving for alcohol. With one dose a day 
he finds he cannot tolerate alcohol without experiencing extreme discomfort. By keeping the 
patient away from alcohol, “ANTABUSE” serves as a valuable adjunct to psychotherapeutic 
measures for the correction of underlying personality disorders. 


“Antabuse,” brand of DISULFIRAM (tetraethyithiuram disul- 
fide), is supplied in 0.5 Gm. tablets (scored), bottles of 50 AYERST LABORATORIES 
and 1,000. Complete information available on request. New York 16, N.Y. « Montreal, Canada 
5906 
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‘A Man NOt on Antabuse 
al Who ig fighting the Urge to 
rink May have to Choose 
a betwee, Trinking Or note 
times @ day, While the 
: 
Man On Antabuse Makes 
the decision just nce, ber 
Fox, R: New York y Meg, 


THE ALL NEW 


Years of research in obstetrical posturing have been combined 
with a completely fresh design approach in developing the 
Amsco ‘‘800” table. The result is an obstetrical table so compact, 
$0 maneuverable and so efficient as to be truly revolutionary in 
its advantages for operative as well as perineal route delivery. 
From the narrow, flowing lines of the flexible top to the 
permanent or portable power base. . . the “800” is new. 


Feature 
@ finger-tip controls 
@ retractable foot section 
@ retractable 12” delivery shelf 
@ ratchet type legholder sockets 
@ flexible head and foot sections 
e@ wide perineal opening for postpartum drainage 


. each is new, exclusive and vital to the convenience of the 
obstetrician and the welfare of the patient. 

Every hospital and every obstetrician will have a direct interest 
in this dramatically better table. Fully illustrated brochure 
TC-224-R is available without obligation 


AMERICAN 


ERTE* PENNSYLVANIA 
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AMERICAN SOO OBSTETRICAL TABLE 
— 
G 
Excellent delivery approach 
Maneuverable table top 
Unobstructed surgical approach 


. 

a 


Problems are 
for solving 


Irving Geller, Ph.D., is a psychologist with a puzzle 
and a paradox. The puzzle is the old one of why 
man behaves as he does. The paradox is that some 
of the most likely answers come from animals. 

Dr. Geller teaches rats and monkeys to press levers 
for intermittent rewards of food—and then 
exhaustively plots and interprets what happens. 


Photographed here against the maze of instruments 
in his basic-research laboratory at Wyeth, 

Dr. Geller can assure you that things do happen. 
Animals readily learn, for example, that the faster 
they press the levers the higher the frequency of 
reward. And, without fatigue, they can learn 
patterns of payoff that, for sheer complexity, 

rival those of a slot machine. 


In one basic pattern, Dr. Geller’s problem-solving 
animals must learn to pause for at least 20 seconds 
between lever-pressings to gain their rewards. 
Most of them quickly see through the problem. 
They are then ready for more difficult conditions, 
some of them advanced enough to challenge 
human subjects. 


Using these techniques and ingenious arrangements 
of timers, relays, signals, and recording graphs, 

Dr. Geller and his aides study ingestive behavior, 
emotions, reactions to conflict and stress, 
avoidance phenomena, and the modifications 
introduced by psychotropic agents. Important to all 
behavioral sciences, the findings are objective, 
uninfluenced by subjective colorations of 

the observers. 


Investigations like these strengthen man’s 
understanding of himself. Dr. Geller’s work has 
promising applications to society and medicine. 
Like all basic research at Wyeth, its purpose is to 
add to knowledge as an expression of our 
responsibility to physicians. 


Wyeth 


Philadelphia 1, Pa. 
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A FULL RANGE OF DIETARY 
AND THERAPEUTIC SUPPORT 
FOR OLDER PATIENTS 


B-Complex Vitamins 


PyriIDOXINE HyDROCHLORIDE........ 1 mg. 
Catctum PANTOTHENATE..........-- 5 mg 


Oil Soluble Vitamins 

12.5 mcg. (500 units) 


Hematopoietic Factors 
ViTAMIN By witH INTRINSIC Factor CONCEN- 


Ferrous SutraTE, U.S.P.........,. 75 mg. 
(Elemental Iron—15 mg.) 

Capillary Stability 


(Quercetin, Abbott) 


Lipotropic Factors 


BeTAINE HyDROCHLORIDE.......... 50 mg. 
Anti-Depressant 

(Methamphetamine Hydrochloride, Abbott) 

Hormones 

(Piperazine Estrone Sulfate, Abbott) 
2.5 mg. 


STREAMLINED INTO THE SMALLEST TABLET Ca OF ITS KIND 
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SFILMTAG—FILM*SEALEO TABLETS, ABBOTT; U.S. PAT. NO. 2,661,085. 


GERIACTIVE 
WITH new 


GERIATRIC SUPPORTIVE FORMULA, ABBOTT 
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NOW... 
AROUND-THE-CLOCK 
CONTROL OF APPETITE 


NEW 


ENDURETS 


A PROLONGED -ACTION 
DOSAGE FORM 


Clinical experience has long established 

PRELUDIN as an antiobesity agent distinguished 
by its efficacy and its relative freedom 

from undesirable side actions. Now, convenience 

is added to reliability in ENDURETS... 

a specially devised long-acting pharmaceutical form. 
Just one PRELUDIN ENDURET (75 mg.) tablet 

after breakfast curbs appetite throughout the day, 

in the vast majority of cases. 


PRELUDIN® (brand of phenmetrazine hydrochloride) ENDURETS”’"” 

Each ENDURET prolonged-action tablet contains 75 mg. of active princ|ple. 
PRELUDIN® is also available as scored, square, 

pink tablets of 25 mg. for 2 to 3 times daily administration. 

Under license from C. H. Boehringer Sohn, Ingelheim. 


ENDURETS is a Geigy trademark. 


GEIGY 


Ardsley, New York 
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the complaint: “nervous indigestion’ 


the diagnosis: any one of several nonspecific gastrointestinal disorders requiring relief of 
symptoms by sedative-antispasmodic action with concomitant digestive enzyme therapy. 
the prescription: a new formulation, incorporating in a single tablet the actions of Donnatal 
and Entozyme. the dosage: two tablets three times a day, or as indicated. , 


the formula: in the gastric-soluble outer layer: 


Hyoscyamine sulfate ..............................0.0518 mg. 
Atropine sulfate ........ 
Hyoscine hydrobromide .......... FEAR: 0.0033 mg. 
Phenobarbital (4% gr.) 8.1 mg. 


in the enteric-coated core: 


Pancreatin, N.F ............ 300 mg. 


COMPANY, INCORPORATED e RICHMOND 20, VIRGINIA 
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WATOS 


KWON 


| Now available for bulk purchase only 
‘at bulk savings... | 
LY PES. sf etaining catneti 
and catheter with self-s plug. Capacities 
catneters are Dacr py the high repu 
merice Kers, Inc. Only the pricets 


HOMOGENIZATION makes the difference 


Microphotograph of usual vitamin product 


The photographs above point out the difference between 
Homagenets and many vitamin products. By means of the 
homogenization process, both oil and water soluble vitamins 
ie are presented in microscopic particles. Due to the fine particle 
size, there is much greater surface exposure, which permits 
quicker absorption and better utilization. This has been 
clinically proved by Lewis and others.! 


1, Lewis, J.M., et al.: J. Pediatrics, 31:496 


The only homogenized vitamins in solid form 


THE S.E. FMPASSENGILL COMPANY bristol, Tennessee 
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Microphotograph of a HOMAGENET 
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are the advantages 
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of 


the only 


homogenized vitamins 
in solid form 


The advantages of 
HOMAGENETS 


Pleasant, candy-like flavor 
Better absorbed, better utilized 
Excess vitamin dosage unnecessary 


Longer storage in the body 


No “fishy burp” 


May be chewed, swallowed or dissolved 
in the mouth. 


HOMAGENETS are available in five formulas: 


PEDIATRIC—Children like the orange-flavored, candy-like taste. 


PRENATAL—Contains iron and calcium as a dietary supplement 


during gestation. 


GERIATRIC—A complete formula for the prevention of vitamin- 


mineral deficiencies. 


AORAL— Useful in the treatment of certain types of skin disorders. 


THERAPEUTIC—Particularly indicated during convalescence and 


stress periods. 


*U.S. Pat. 2676136. Other Pat. Pending 


Currently, mailings will be forwarded only at your request. Write for samples and literature. 


THE S.E. FAPPASSENGILL COMPANY Bristol, Tennessee - New York - Kansas City - San Francisco 
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antiasthmatic | antihistaminic 


TE DRAL anti = a For maximum seasonal pro- 


tection against “hay-fever” symptoms in pollen-sensitive asthma patients, augment 
your basic Tedral program with new Tedral anti-H ... dependable Tedral antiasth- 
matic plus antihistaminic chlorpheniramine. Tedral anti-H assures simultaneous 
prevention of itching, sneezing and lacrimation of pollinosis and the bronchospasm 
and mucous congestion of asthma. Adult dosage: 1 or 2 tablets q.4.h. 


new protection for polien-sensitive 


MORRIS PLAINS. N.J. 


Formula: theophyl- 
line, 130 mg., (2 gr.); 
ephedrine, 25 mg., 
(3/8 gr.); phenobar- 
bital, 8 mg., (1/8 gr.); 
chlorpheniramine, 
2 mg., (1/32 gr.). 


| 
= 
asthmatics 


antibiotic resistant STAPHy.ococci are killed by 


2EPH | R ANY in seconds 


USE ZEPHIRAN TO HELP CURB THE CURRENT MENACE TO HOSPITAL HEALTH 
Preoperative preparation e Scrub-up e Surgical dressings « Wound irrigation e Sterile 
storage of instruments e Furniture, wall, and general sickroom disinfection ¢ Laundry 
Zephiran chloride, brand of benzalkonium chloride refined (to ensure quality). WINTHROP LABORATORIES, NEW YORK 18, N.Y. 
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Tablets, scored, 
5 mg. Boxes “of 8, bottles of 100 and 500. 


BONAMINE Tablets, pleas- 


“SS associatec AGE: Usually 25 to 50 mg. once a d 
956. 2. Weil, L. Li: J. J.-H. M. Clin. North 
ie America, March, 1957, p. 1956. 5. McClure, 
S + Motion “soc. new Jersey 53:128, 1956 C. M.. Geriatrics. 


The whole family likes “Premarin? 


N a sense, when you prescribe 

“Premarin” for a wife and mother 
who is suffering in the menopause, 
chances are you're treating the 
whole family. Junior, Sis, and Dad, 
just like Mom, can tell the difference 
right off. 

Mother isn’t just more tranquil on 
“Premarin” therapy. Hundreds of 
published reports tell us she takes a 


positive outlook on life. She feels 
good. And we all know that’s the 
single most important factor for a 
happy home. 

Women on “Premarin” receive 
treatment that covers every aspect 
of the menopause, including prompt 
relief of physical distress. 

Is it any wonder physicians say 
the woman suffering in the meno- 


pause deserves “Premarin”? Many 
a family would agree. 

“Premarin,” conjugated estrogens 
(equine), a complete natural estro- 
gen complex, is available as tablets 
and liquid, and also in combination 
with meprobamate or methyltestos- 
terone. 

Ayerst Laboratories * New York 
16, N. Y. * Montreal, Canada fore) 


5873 


undesired effects 


The best therapeutic ratio 
in the steroid field 
confirmed by a comparative clinical study of 


prednisone “, . . It would appear from these comparative 
prednisolone observations that methylprednisolone [Medrol] 
methylprednisolone probably is the steroid of choice for initial trial 
triamcinolone in a patient with rheumatoid arthritis. It is 
dexamethasone potent, and displays a slightly improved ‘safety’ 


record, showing a reduced frequency of disturb- 
ing side effects compared with the other 
steroids.”? 


Medrol 


TRADEMARK, REG. U. S. PAT. OFF. — METHYLPREONISOLONE, UPJOHN 


.. hits the disease, but spares the patient 


in 65 rheumatoid arthritis patients: 


N tadt 


id Therapy in 


D. H.: Corti 

Rheumatoid Arthritis: Comparative Study of 
Effects of Prednisone and Prednisolone, 
Methylprednisol Triamcinolone and Dexa- 


methasone, J.A.M.A.. in press. 
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FIVE YEARS 


brand of chlorpromazine 


ONE OF THE FUNDAMENTAL DRUGS IN MEDICINE 


Five years ago, in May of 1954, Smith Kline & French Laboratories made “Thorazine’ 

available to American physicians. Since that time, ‘Thorazine’ has exerted a profound 
influence in nearly all fields of medicine. The importance of the drug is apparent 

when it is realized that the dynamic “‘life” of most new drugs is less than two or three years, 
and that after five years ‘Thorazine’ remains one of the most extensively used therapeutic agents. 


THORAZINE’S MANY AND VARIED USES 


Just as penicillin had a revolutionary and lasting impact on antibacterial therapy, 
‘Thorazine’ has inaugurated entirely new therapeutic concepts and techniques in many 


fields of medicine. 


Today, used as an adjuvant or as a specific, “Thorazine’ is valuable in all these applications. 


- Mental and emotional disturbances, moderate to severe « Nausea and vomiting 

- Severe asthma and status asthmaticus - Cancer - Surgery - Dermatitis - Porphyria 
- Somatic conditions complicated by emotional stress - Alcoholism, chronic and acute 

- Severe pain - Obstetrics - Hiccups - Drug addiction, for symptoms after withdrawal 
Tetanus Hyperpyrexia 


EFFECTIVENESS AND RELATIVE SAFETY ESTABLISHED 


After five years of extensive clinical use, “Thorazine’ has reached its full development. 
Its areas of use are clearly defined, its effectiveness and relative safety firmly established. 
When it is administered with the care to be observed with all serious medication, the 
physician will find that he can depend on ‘Thorazine’, truly one of the’ 

fundamental drugs in medicine. 


Smith Kline & French Laboratories 
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Essential Aid to the 
Busy Practitioner ! 


EQUIPMENT 


NO. 1003 ® 
SUCTION and 
PRESSURE UNIT 


@ Suction, 0” to 25” 
@ Pressure, 0 to 30 Ibs. 
@ Aspirating 
@ Spraying 
@ Nebulizing 


All these treatment facilities are yours with this 
one compact, dependable Gomco unit. Psecision 


gauges and regulator valves insure accurate con- 

trol. Easily-cleaned cabinet is available in hand- 

some Gomco Lumitone® baked enamel finish. 
4 dently becomes flooded, liquid in line automatically 

Corrosion-resistant fittings are chrome-plated. ectuates « valve which closes to protect pump from 

Cabinet provides ample space for all accessories. damage. 

Motor and pump are rubber-mounted for quiet, ACCESSORIES—Silk-covered spray tube with connec- 


tion for spray bottles, suction tubing and five 2-oz. 


vibration-free operation. 
salt-mouth bottles. 


- Phone your dealer for a demonstration of the 
Gomco No. 1003 Suction and Pressure Unit. 


GOMCO SURGICAL MANUFACTURING CORP. 


830-M E. Ferry St., Buffalo 11, N.Y. 
Distributed Outside the U.S. A. and Canada by: INTERNATIONAL GENERAL ELECTRIC COMPANY 
150 East 42nd Street, New York 17, N.Y. 
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tablets - alka capsules 


BUTAZOLIDIN tablets or the Alka cap- 


sules are equally effective but indi- 
vidually adaptable in a wide range of 
arthritic disorders. 

Recent clinical reports continue to 
justify the selection of Butazolidin 
for rapid relief of pain, increased 
mobility, and early resolution of 
inflammation. 

Gouty Arthritis: “...95 per cent of pa- 
tients experienced a satisfactory re- 
sponse...”! 

Rheumatoid Arthritis: In “A total of 
215 cases...over half, 50.7 per cent 
showed at least major improvement, 
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azol 


(phenylbutazone Geicy) 


potent - nonhormonal - anti-inflammatory agent 


with 21.8 per cent showing minor im- 
provement....”2 Osteoarthritis: 301 
cases showed “...a total of 44.5 per 
cent with complete remission or ma- 
jor improvement. Of the remainder, 
28.2 per cent showed minor improve- 
ment....”? Spondylitis: All patients 
“...experienced initial major improve- 
ment that was maintained throughout 
the period of medication.”* Painful 
Shoulder Syndrome: Response of 70 
patients with various forms showed 
“...8.6 per cent complete remissions, 
47.1 per cent major improvement, 20.0 
per cent minor improvement....”? 


References: 1. Graham, W.: Canad. 
M. A. J. 79:634 (Oct. 15) 1958. 
2. Robins, H. M.; Lockie, L. M.; Nor- 
cross, B.; Latona, S., and Riordan, 
D. J.: Am. Pract. Digest Treat. 
8:1758, 1957. 3. Kuzell, W. C.; Schaf- 
farzick, R. W.; Naugler, W. E., and 
Champlin, B. M.: New England J. 
Med. 256:388, 1957. 

Availability BUTAZOLIDIN® (phenyl- 
butazone Geicy): Red coated tablets 
of 100 mg. BUTAZOLIDIN® Alka: 
Capsules containing BUTAZOLIDIN® 
(phenylbutazone cGeicy), 100 mg.; 
dried aluminum hydroxide gel, 
100 mg.; magnesium trisilicate 
150 mg.; homatropine methylbro- 
mide, 1.25 mg. 


A-27 


PAE ' 
‘ 
‘ 
02959 


CONTRACEPTION 


offers you the most for your discriminating patients 


Contains: Koromex Coil spring diaphragm 
Koromex Jelly—regular size tube 
Koromex Cream—trial size 
(inclusion of jelly and cream allows 
patient to seiect the one best suited 
to physiological variants) 
Koromex Introducer 


*Sanitary plastic, zippered storage bag, washable, appealingly feminine 


Also available with flat spring Koromex or with arcing diaphragm 
(Koro-Flex) 


HOLLAND-RANTOS CO., INC.+145 HUDSON STREET-NEW YORK 13, N.Y. 
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for fast, comprehensive relief of hay fever distress 


® You can help your allergic patients 

to enjoy greater comfort during the 

hay fever season by prescribing 
BENADRYL. Its potent antihistaminic 


ANTIHISTAMINIC-ANTISPASMODIC action relieves nasal blockage, rhinor- 


rhea, sneezing, itching, and related 
allergic reactions, while its atropine-like antispasmodic action suppresses bronchial and gastrointes- 
tinal spasm. BENADRYL Hydrochloride (diphenhydramine hydrochloride, Parke-Davis) is available 
in a variety of convenient forms including: Kapseals,® 50 mg. each; Kapseals, 50 mg., with ephedrine 
sulfate, 25 mg.; Capsules, 25 mg. each; Elixir, 10 mg. per 4 cc.; and Emplets,® 50 mg. each, for delayed 
action. For parenteral therapy, BENADRYL Hydrochloride Steri-Vials,® 10 mg. per cc.; and Ampoules, 


50 mg per cc. 
‘ip: PARKE, DAVIS & COMPANY: DETROIT 32, MICHIGAN 
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new... highly effective tranquilizer 


Comparison of TENTONE usefulness 


MARIMAL 


MILD ATARACTICS 


USEFULNESS 


MINIMAL 
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er}... for extended office practice use 


LEDERLE 


NEW PHENOTHIAZINE COMPOUND FOR THE LOWER AND MIDDLE RANGE OF DISORDERS 


<== Positive, rapid calming effect in mild and moderate cases. 
<= Striking freedom from organic toxicity, intolerance, or sen 
sitivity reaction—particularly at low dosage. a» Greater freedom 
from induced depression or drug habituation. May be use: 
ful, as with other tranquilizers, to potentiate action of analgesics: 
sedatives, narcotics. <a Facilitates management of surgical 
obstetric, and other hospitalized patients. Indicated when 
more than a mild sedative effect is desired...and less than psy- 
chosis is involved. a= Dosagé range: In mild to moderate cases: 
from 30 to 100 mg. daily. In moderate to severe cases: from 75 to 
500 mg. daily. 


LEDERLE LABORATORIES, a Division of AMERICAN 
CYANAMID COMPANY, Pearl River, New York 
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AMES 


CLINICAL BRIEFS FOR MODERN PRACTICE 


Is there a relationship between 
premature impotence and diabetes?. 


Yes. The incidence of premature impotence was studied in 198 diabetic 
men,! and found to be two to five times higher than that reported for 
the general population.* In many of the cases observed, impotence 
developed early in the history of the disease, suggesting that the possibility 
of diabetes mellitus be considered whenever a man complains of pre- 
mature impotence. 


(1) Rubin, A., and Babbott, D.: J.A.M.A. 168:498, (Oct. 4) 1958. (2) Kinsey, A. Cc 
Pomeroy, W. B., and Martin, C. E.: Sexual Behavior in the Human Male, Philadelphia, 
W. B. Saunders Company, 1948. 


FOR EVEN BETTER CONTROL OF THE 
MODERATE AND THE SEVERE DIABETIC 


the STANDARDIZED urine-sugar test 
that provides reliable quantitative esti- 
' - mations throughout the critical range. 


results that are easier to interpret 


The new CLINITEST Urine-Sugar Anal- 
ysis Set contains the standard color 
scale that provides a complete range of 
readings without omissions... includes 
the critical %% (++) and 1% 
(++ +)...and an improved analysis 
record form. AMES 


COMPANY, INC 
Daily urine-sugar readings may be con- 
nected to form a clinically useful graph 
..a day-to-day “urine-sugar profile” 
that reveals at a glance individual 
trends and degree of control. 
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the pattern of 


GLUCOSAMINE: 
POTENTIATED 
TETRACYCLINE 


therapy 


COSA- 


capsules 

125 mg., 250 mg. ; 
oral suspension 
"orange flavored, 2 oz. bottle, 125 mg. 
‘per teaspoonful (5 cc.) 

pediatric drops 

| orange flavored, 10 cc. bottle (with 
calibrated dropper), 5 mg. per drop 
(100 mg. per cc.) 


Ce Science for the world’s well-being 


rtant f: PFIZER LABORATORIES 
ograp rooklyn 
hy and *Trademark for glucosamine-potentiated ~_ 


bte: Rapid and high initial antibiotic blood levels are 
uneven recoveries. Glucosamine potentiation p 
eycline levels available with oral therap 
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QUESTION: 


What have authorities reported as to 
the efficacy of Fiorinal in 
tension headache? 


ANSWERS: 


From the published reports of 
leading clinicians. 


“The most effective 
symptomatic medica- 
tion in the treatment 
of tension headache 
have been several 
analgesic and seda- 
tive combinations. 
One of the most 
effective is Fiorinal, 
which yielded relief in two out of 
three patients.” (Friedman, A. P., 
von Storch, T. J. C. and Merritt, H. 
H.: Neurology 4:773, Oct. 1954.) 


“In the treatment of "= net 
tension headaches... ° 
[Fiorinal’s non-nar- 
cotic action] offers a 
better opportunity 
for relief than some 
usually prescribed 
non-narcotic analges- 
ics.” (Weisman, S. J.: Am. Pract. é 
Digest. Treat. 6:1019, July 1955.) 


“Fiorinal appears to 
ibe one of the most 
DISEASES —_—- useful preparations to 
| wervous date for the relief of 
SIEM tension headaches. 
| Easing of the head 
i _ discomfort was accom- 
L -—=___ plished by one or two 
tablets without any unpleasant side 
effects such as drowsiness or gastric 
upsets. In many cases Fiorinal 
appeared to temporarily relieve the 
discomfort from sinus trouble or 
acute respiratory infections.”’ 
(Kibbe, M. H.: Dis. Nerv. System 
16:77, March 1955.) 


specific therapy 


relieves pain, muscle spasm, nervous tension 


rapid action non-narcotic economical 


FIORINAL TABLETS 

Each tablet contains: 

Sandoptal (Allylbarbjturic acid N.F.X) 
50 mg. (% gr.), caffeine 40 mg. (% gr.), 
acetylsalicylic acid 200 mg. (3 gr.), 
acetophenetidin 130 mg. (2 gr.). 
Dosage: 1 or 2 tablets every 4 hours, 
according to need, up to 6 per day. 


SANDOZ 
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Available Now in 
1’, 2’, 3’ and 4’ widths 


Products bearing Red Cross trad 
mark have no connection 


American National Red 
© J&) 
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ZONAS 
eee ce TAPE 
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ARS is 


RED CROSS Now, new process 


imparts the same porous feature 


ADHESIVE to ZONAS “regular” 
@eee 
OA unique method of coating 
e088 creates hundreds of porelike holes 


ZO AS which allow perspiration to 


WHITE ¥ tiene escape from the skin. 


@ 

eee Because it too, permits 
the skin to “breathe”, ZONAS 


e0ee0 and is more comfortable for 


porous tape minimizes a significant 
cause of irritation 


the patient. 


ZON AS Porous Adhesive Tape 


NOW AVAILABLE in 12” x 10 yd. rack rolls in the following widths: 
Ya”, 1", 1%", 2”, 3”, 4” and assorted. 


HELPING THE HANDS THAT HEAL 
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prescribe: 


 THORAZINE* for a acute 


+ promptly calms. agitation: and delirium tremens 


_COMPAZINEt for cbronic alcobolism 


river anxiety and tension — thus reducing the urge to drink 


often exerts a unique’ alerting effect — 
helps keep patients on the job- 
 @® SMITH KLINE & FRENCH. LABORATORIES. 


M. Reg. U:S. Pat. Off for chlorpromazine, SKF. 
TT.M. Reg. U.S, Pat. Off. for prochlorperazine, 'S:K.F. 
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SOME cHemicats IN 
SOME CHEMICALS 


omeboro 


_ THE MODERN BUROW’S rained used all over the aa! 
... for contact dermatitis due to alkalis, chemicals, oils 
soaps, plastics, etc. Also in powder packets. 
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a 
» skin, which has been removed by ai. 
hing with soap and detergents, is 
"ID MANTL and Lotion, and — 
ACID MANTLE Creme and Lotion, and 
Stops the Flame of Skin Inflammation. 
A 
4 o 


extended release weight control 
one tablet per day 474 


one AMVICEL-X tablet taken after arising re- 
leases, over a 10-12 hour period at a controlled 
uniform rate, the key weight control factors: 


—ONE TABLET CONTAINS IN EXTENDED RELEASE FORM: 


to inhibit appetite — d-Amphetamine Sulfate 15 mg. 


fo offset Amobarbital ....... . .60 mg. 
nervous stimulation } phenobarbital 20 mg. 
plus vitamins and minerals to provide important nutrients 


VITAMINS: A, 5,000 USP units; D, 500 USP MINERALS: Calcium, 225 mg., Cop- SUGGESTED DOSAGE: 1 tablet taken 
units; C, 75 mg.; By, 3 mg.; Ba; 3 mg.; By 0.5 —_—per, 0.75 mg.; Iron, 10 mg.; lodine, after rising supplies uniform control 
mg.; By2 as IONEX-12*, 3 meg.; Niacinamide, 0.15 mg.; Manganese, 1 mg.; Phos- throughout the day. 

30 mg.; d-Calcium Pantothenate, 5 mg. phorus, 90 mg.; Zinc. 0.3 mg. SUPPLIED: Bottles of 100 orange capsule- 
*Stuort’s absorpti hancing resin complex of Vitamin B;) (B;2 from Cobalamin) shaped tablets at all pharmacies. 


THE STUART COMPANY * PASADENA, CALIFORNIA 
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SQUIBB TRIAMCINOLONE 


for all your 
patients 
starting 
on corticoids 


Kenacort safely starts your patients 

off right — with all the benefits of 
systemic corticosteroid therapy and 

few side effects to worry about. 
Increased corticoid activity is provided 
on a low dosage schedule!-> without 
edema,!~ psychic stimulation,!* 

or adverse effect on blood pressure.!-3.5 
A low sodium diet is not necessary.*5 
Gastrointestinal disturbances are 
negligible2-4.5 with less chance of peptic 
ulcer.4 This makes Kenacort particularly 
valuable in treating your “problem 
patients” — such as the obese or 
hypertensive and the emotionally disturbed. 


REFERENCES: - 1. Freyberg, R. H.; Berntsen, 
C. A., Jr., and Hellman, L: Arth. & Rheum. 
1:215 (June) 1958. « 2. Sherwood, H., and 
Cooke, R. A.: J. Allergy 28:97 (March) 1957. 

3. Shelley, W.B.; Harun, J.S., and Pillsbury, 
D. M.: J.A.M.A. 167:959 (June 21) 1958. 

+ 4. Dubois, E.L.: California Med. 89:195 
(Sept.) 1958. + 5. Hartung, E.F.: J.A.M.A. 
167:973 (June 21) 1958. 
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for all your 
arthritic 
patients 
requiring 
corticoids 


Kenacort, particularly in the treatment 
of your arthritic patients, has proved 
effective where other steroids have failed. 
It provides prompt, safe relief of pain, 
stiffness and swelling by suppressing the 
rheumatic process!.5 — and may even 
forestall crippling deformities if 

started soon enough. Because of its 
low dosage!-3 and relative freedom 

from untoward reactions,!-5 Kenacort 
provides corticosteroid benefits to many 
patients who until now have been 
difficult to control. It is particularly 
valuable for arthritic patients with 
hypertension, cardiac disease, obesity 
and those prone to psychic disturbances. 
SUPPLIED: 

Scored tablets of 1 mg. — Bottles of 50 


Scored tablets of 2 mg. — Bottles of 50 
Scored tablets of 4 mg. — Bottles of 30 and 100 
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GENTIAN VIOLET 


VAGINAL TABLETS 


The Only 
Specific Antimycotic 
Vaginal Tablet With 
A Gel Forming Base 


A new vaginal therapy specifically designed to pro- 
duce unmatched and outstanding results. Methyl- 
rosaniline chloride (gentian violet) has generally 
proved the most effective and specific agent for 
the treatment of vaginal candidiasis caused by the 
fungus Candida. 

Hyva Gentian Violet Tablets virtually eliminate 
the principal disadvantages of present gentian 
violet preparations. They may be handled without 
staining and have psychological and aesthetic 
acceptance. 

Hyva combines the fungicidal action of gentian 
violet (1.0 mgm.) with three active surface reduc- 
ing agents and bactericides.* These active ingre- 
dients have been incorporated into a mildly 
effervescent “‘gel’’ forming base which provides 
for maximum and prolonged effectiveness. Shorter 
treatment time is required without the usual messi- 
ness normally experienced. 

One tablet intravaginally for 12 nights. When neces- 
sary one tablet twice daily may be recommended. 
Patient should take a Nylmerate Solution water douche 
on arising and preceding next toblet application. 
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re-evaluating tranquilizers? 


READ WHAT CLINICIANS ARE 
NOW SAYING ABOUT ATARAX° 


(brand of hydroxyzine) 


INVESTIGATORS AGREE ON OPTIMAL ATARAX DOSAGES 


For childhood 10m 3-6 years, one tablet t.i.d. 
behavior disorders table over 6 years, two tablets t.i.d. 

Syrup 3-6 years, one tsp. t.i.d. 

over 6 years, two tsp. t.i.d. 

For adult tension 25m one tablet q.i.d. 
and anxiety tabl 

Syrup one tbsp. q.i.d. 
For severe emotional 100 mg. one tablet t.i.d. 
disturbances tablets 
For adult psychiatric Parenteral | 25-50 mg. (1-2 cc.) intramus- 
and-emotional Solution cularly, times daily, at 
emergencies 4-hour intervals. Dosage 


children under 12 not 
established. 


: Supplied: Tablets, bottles | 
> of 100. Syrup, pint bottles. 
Parenteral Solution, 10 cc. 
multiple-dose vials. . 


i. J.0., 
"Greedman, ‘A. M.: 

> Pediat. “Clin. North America 
- 73 (Aug.) 1958. 3. Ayd, F. J., 
ork J. Med. 57:1742 

1957. 4. 

: New York J. 
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: Presse 
d. 64:2239 ‘Wee. 38) 1956. 
.Bayart, J.: Presented at 
International of 
Pediatrics, Copenha 

Denmark, July 22-27" 1956. 


ATARA 
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greater 
relief for 

allergy 

sufferers 


Novahistine works better than antihistamines alone 


Stuffy, runny noses...swollen, weepy cyes 
are more effectively relieved with Novahistine. The 
distinctly additive action of the vasoconstrictor 
and antihistamine combined in Novahistine r 
lieves allergic symptoms more effectively than 
either drug alone. 


one dose of 2 tablets for day-long or night-long relief. 


Each long-acting tablet contains Phenylephrine HC! 
20 mg. and Chlorprophenpyridamine maleate 4 mg. 


Bottles of 50 and 250 green, film-coated tablets. 
PITMAN-MOORE COMPANY Division of Allied Laboratories, Inc., Indianapolis 6, Indiana 


*Trademark 
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patient “blue” and listless 


in allergy 


dries secretions 

eliminates congestion 
stops itching 


brightens the outiook 


for 10-12 hours with a single 


oral dose-+- with a remarkable 
lack of side effects 


in pollen allergies, contact dermatoses, 
food sensitivities, and a wide 
variety of allergic associated disorders 


NALERTAN provides 


two new antihistamines. . . acting syner- 
gistically for broad, prolonged blockage of 
histamine response. 

a long-acting sympathomimetic . . . to lift 
the misery, combat lassitude and brighten 
the outlook . . . hasten recovery. 

Employs the Durabond Principle ...to act 
within minutes ... relieve for hours... just 
one dose inthe morning controls lacrimation, 
makes breathing easier, relieves itching—all 
day. And, one dose upon retiring keeps the 
patient symptom-free .. . allows uninter- 
rupted rest all night. 


1 or 2 tablets twice a day. For economy, pre- 
scribe in original packages of 100. 


Each Durabond tabule contains: Chlorphenira- 
mine tannate, 8 mg.; Pyrilamine tannate, 25 mg.; 
Tanphetamin (d-amphetamine tannate), 10 mg. 


[Aeiaber| IRWIN, NEISLER & CO. 
DECATUR, ILLINOIS 
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Sinutab 
really 
resolves 
sinus 

frontal 


headache 


i 
A-48 Journat A.O.A. 


In Texas: ‘Good relief in 7 out of 8 sinus 
headaches. Good relief in 15 out of 20 
patients suffering from sinus and certain 


other types of headaches.’ Hospital O.P. D.: “Tried 
Sinutab last week—all five patients responded very 
favorably to Sinutab.’ In Indiana: ‘Nothing 
relieved pressure and throbbing until Sinutab.’In 

Washington, D. C.: ‘J used Sinutab on my toughest 
cases. These'(sinus headache) patients are calling in 
about the dramatic results....’In Buffalo: ‘...very 
enthused about Sinutab...put some patients and wife 
on Sinutab and had excellent results.’In Syracuse: 

“She (patient) called me to say the new tablets gave 
her the first real relief from sinus headache....’In 

the State of Washington: ‘Doctor’s Nurse volun- 
teered Sinutab relieves her headache quickly, the 
first relief in years.’In Internal Medicine...in Den- 

ver, Colorado: ‘My patient had his first sinus relief 
with Sinutab....’In Indiana: ‘Sinutab has proved to 
be very effective and I have gotten wonderful results 
in all but one patient.’In Wisconsin: ‘...A local 
woman has had sinus trouble for about 15 


years...tried everything...tried Sinutab 


and now the woman is comfortable....’ 
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These clinical impressions were 
received from physicians through= 
out the nation on Sinutab, our 
effective new sinus and frontal 
headache preparation. 


These candid quotes are only a few 
of many, but they confirm the 
rapid and widespread acceptance of 
Sinutab as a truly effective, 

well-tolerated therapy. Please 
note that much of the success 

of Sinutab has been with patients 
unresponsive to other therapies. 


Cordially, 


Joseph M. White, M.D. 
Warner-Chilcott Laboratories 


With a single prescription, Sinutab 
aborts pain, decongests, relieves 
pressure and provides mild tranquil- 
izing action to relax the patient. 
Prescribe Sinutab for your patients 
with sinus or frontal headache. 


Dihydrogen Citrate, 22 mg. (% gr.). MoRRIS PLAINS, Nu. 


DosAGE: Adults: two tablets every four 
hours; prophylactically one tablet every 
four hours. Children 6 to 12 years: one- 
half adult dose. suppLiep: Bottles of 30 
tablets. SINUTAB FORMULATION: N-ace- 
tyl-para-aminophenol (APAP), 150 mg., 
(2% gr.); Acetophenetidin, 150 mg., 
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Two new freedoms for the modern woman 


“The menstrual function should entail no worthwhile discom- 
fort and no interference with the normal activities.”! “The 
chief virtue of the tampon is that it gives complete freedom.” 


Freedom of action. ‘Tampons have the advantage of being wholly 
internal and much more comfortable than wearing a pad or a 
napkin.” And Tampax can cause no perineal irritation or chafing 
— even for the most active woman. 


Freedom from fear. Absorptive powers of Tampax® have proved 
so effective “that women whose menstrual periods were normal 
could wear entire period.”* Knowing the 
Tampax 22-year clinical ecard the profession rec- 
ommends it wid@ly, tostheeeWonen from. the physical and psy- 
chical hazards “those to menopause. 


A Baye The world’s menstrual guard.) 
absorbencies to meet varying needs: Regular, 
Tampax Incorporated, Palmer, Mass. 1. Novak, E., and Novak, E. R.: ‘’Textbook of Gynecology,”’ 1952. 2. Bernstine, J. B., and Rakoff, A. E.: ‘Vaginal Infections, 
infestations and Discharges,"’ 1953. 3. Janney, J. C.: ‘Medical Gynecology,’ 1950. 4. Karnaky, K. J.: “Clin. Med."’ 3:545, 1956. 
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in asthma, bronchitis, rhinitis and sinusitis 


Chymar Aqueous was used as adjunctive therapy for 60 patients suffer- 
ing from asthma, bronchitis, rhinitis or sinusitis. ‘In the majority (48) 
of these cases, improvement was demonstrated by easier breathing, im- 
proved vital capacity, thinning of bronchial secretions, ability to raise 
sputum more freely and a reduction in the amount of expectoration.”* 
In 2 other studies, Chymar was used with good success in treating 45 
cases of asthma.*:? Supplied in 5 cc. multiple dose vials with 5000 


Armour Units per ml. Also available as Chymar in Oil. _ 1, Parsons, D. J.: 
Clinical Medicine 5:1491, 1958. 2. Diaz, E. S.: Revista de la Confederacion Medica Panameri- 
cana §:402, 1958. 3. Diaz, E. S.: Sinopsis Medica Internacional 6:20 (March) 1958. 


Chymar Aqueous is also preferred for systemic anti- 
inflammatory action in obstetrics, gynecology, 
dermatology, surgery, accidents and eye diseases. 


ARMOUR PHARMACEUTICAL COMPANY » KANKAKEE, ILLINOIS » A Leader in Biochemical Research 
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“A Statistical Study of the Osteopathic Profession-December 31, 1957” 
Published by the American Osteopathic Association, November 1, 1958. 


An attractive 40-page booklet in color, illustrated with tables and charts. 
The first complete study of osteopathic physicians and surgeons 
pertaining to distribution by geographic location and population of 


practice community, licensure, type of practice, activity if not in practice, 


preprofessional college and earned degrees, internships, and residencies, 


age distribution, number of new graduates and number of deaths by year, etc. 


Special Offer! 2 copies for one dollar. 


~~ A STATISTICAL STUDY OF THE OSTEOPATHIC PROFESSION 
__~ American Osteopathic Association 

Only limited supply available. 
212 E. Ohie St., Chicago 11, Illinois 
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dysmenorrhea 


Trancopal 


the first true tranquilaxant* 


Potent MUSCLE RELAXANT 
... Equally effective as a TRANQUILIZER 


* tran-qui-lax-ant (tran’kwi-lak’sant) [<L. tranquillus, 


quiet; L. laxare, to loosen, as the muscles] 


Trancopal, a major development of Winthrop 
research, is a new, orally administered 
nonhypnotic central relaxant and tranquilizer. 
It relieves muscle spasm in a variety of 
musculoskeletal and neurologic conditions 
and also exerts a marked tranquilizing effect 


in anxiety and tension states. 


Unrelated chemically to any other drug in 
current use, Trancopal offers a completely new 


major chemical contribution to therapeutics. 
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fi Chlormezanone: 2-(4-chlorophenyl)-3- 

fe} methyl-4-metathi 1-dioxide 


Clinical studies of over 4400 patient: 
by 105 physicians proved 

Trancopal remarkably effective in 
musculoskeletal conditions, 

anxiety and tension states. 


MUSCULOSKELETAL DISORDERS 
effective in 


of 1570 documented cases of 


LOW BACK PAIN 


(LUMBAGO, SACROILIAC DISORDERS) 


By relieving muscle spasm and pain, Trancopal permits early and 
active exercise and physical therapy to accomplish maximal benefits 
for rapid recovery. 


Trancopal 


the first true tranquilaxant 


BETTER TOLERATED AND SAFER THAN OLDER DRUGS’ INCIDENCE OF SIDE EFFECTS WITH 
TRANCOPAL IN 4483 PATIENTS 


With Trancopal there is no clouding of consciousness, no 
euphoria or depression. Even in high dosage, there is no 
perceptible soporific effect. Because it does not irritate gastric 
mucosa, it can be taken without regard to mealtimes. Admin- 
istration does not hamper work—or play. Blood pressure, 
pulse rate, respiration and digestive processes are unaf- 
fected by therapeutic dosage. Toxicity is extremely low. And 
Trancopal has a lower incidence of side effects than has 
zoxazolamine, methocarbamol or meprobamate. 


ANXIETY AND TENSION STATES 
effective in 


of 443 documented cases of 


DYSMENORRHEA 


AND PREMENSTRUAL TENSION 


Because of its exceptional calmative property, Trancopal “. . . allows 
the patient to use his energies in a more productive manner in 
overcoming his basic problems.” 


Dosage: 1 or 2 Caplets (100 mg.) orally three or four times daily. Relief of 
symptoms occurs in from fifteen to thirty minutes and lasts from four to six hours. 


SIDE EFFECTS 2.3% 
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Thoroughly evaluated clinically... 


Clinical studies of 4483 patients by 105 physicians’ have demonstrated that Trancopal 
often is effective when other drugs have failed. From these studies it is evident that 
Trancopal can provide more help for a greater number of tense, spastic, and/or 


emotionally upset patients than can any other chemotherapeutic agent in current use. 


MUSCULOSKELETAL 


CONDITIONS PSYCHOGENIC 
CONDITIONS 


EXCELLENT 


1415 Patients 


TOTAL 4483 Patients 
MAJOR IMPROVEMENT 

INDICATIONS 84% 
Musculoskeletal 

Low back pain (lumbago) Disk syndrome 

Neck pain (torticollis, etc.) Fibrositis 

Bursitis Ankle sprain, tennis elbow, etc. 

Rheumatoid arthritis Myositis 

Osteoarthritis Postoperative muscle spasm 
Psychogenic 

Anxiety and tension states Asthma 

Dysmenorrhea Angina pectoris 

Premenstrual tension Alcoholism 


Supplied: Trancopal Caplets® (scored) 100 mg., bottles of 100. 


References: 1. Collective Study, Department of Medical Research, Winthrop Laboratories. * 2. Ganz, S.E.: 


J. Indiana M. A. In press, * 3. Lichtman, A.L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. 
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Trancopal (brand of chlormezanone) and Caplets, (I) LABORATORIES 


trademarks reg. U.S. Pat. Off. 


w York 18, New York 


Printed in U.S.A. 


(4191) 
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management 


of constipation 


DORBANTYL FORTE 


Worbane, 50 mg. + dioetyl sodium sulfosuccinate, 100 mtg.)* 


= smooth, overnight action # no griping = well tolerated, non-habitua 
WHERE STOOL SOFTENING IS ALSO INDICATED 
(Dorbane, 25 mg. + diocty! sodium sulfosuccinate, 50 mg.)* 
2 For lower dosage and in children. 
*In proportions proved optimal by clinical trial in over 550 cases. 4 
/  SCHENLABS PHARMACEUTICALS, ‘INC., York,1, N.Y. 
‘191) Manufacturers of Neutraren® for penic Hlin react 


UNIQUE THREE-WAY CONTROL OF SMOOTH 
MUSCLE SPASM WITH_A_SINGLE POTENT DRUG 


@ ANTICHOLINERGIC inhibition of parasympathetic stimuli 
@ MUSCULOTROPIC spasmolytic action directly on smooth muscle 


@ GANGLION-BLOCKING action at synaptic level 


MUREL 


Brand of Valethamate bromide 
IN SMOOTH MUSCLE SPASM 


“potent in relaxing the spasm of smooth muscle whether in the 


G.J., or G.U. tracts, or the gallbladder.”’ 


of spasm-pain®? 


and vomiting re- 
ported Miminated or substantially improved withous, 


n, cystitis, and pyelitis, 
noted in all of a series 


Effective and well tolerated. ..“murev” provides decisive relief without drug-induced compli- 
cations; its coordinated three-way action permits significantly low dosage and minimizes reaction 
potential of any one mechanism; rapidly detoxified and excreted, avoiding cumulative effects. With 
average therapeutic dosages, there were no side effects such as mouth dryness, visual disturbances, 
interference with micturition, or bowel evacuation.? 


Dosage: Mild to moderate cases: initially, 1 or 2 tablets four times daily. Acute or severe cases: 1 to 2 cc. 
(10-20 mg.) intravenously or intramuscularly every four to six hours up to maximum of 60 mg. in 24 hour 
period. The higher dosage range is usually required in spasm of the G.U. and biliary tract. 


Supplied: “muREL” Tablets — 10 mg. Valethamate bromide, bottles of 100 and 1,000. “mMuREL” Injectable — 
10 mg. per cc., vials of 5 cc. (Also available: “MmuREL” with Phenobarbital Tablets — 10 mg. Valethamate 
bromide with 14 gr. phenobarbital per tablet, bottles of 100 and 1,000.) 


1. Holbrook, A. A.: Report abstracted in M. Science 4:46 (July 10) 1958. 2. Peiser, U.: Med. Klin. 50:1479 (Sept. 2) 
1955. 3. Winter, H.: Medizinische, p. 1206 (Aug. 27) 1955. 4. Berndt, R.: Arzneimittel-Forsch. 5:711 (Dec.) 1955. 


Ayerst Laboratories New York 16, N.Y. + Montreal, Canada 
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NOW 

new way 
to relaeve pain 
and stiffness 
in muscles 


and joints 


INDICATED IN: 


MUSCLE STIFFNESS 


LUMBOSACRAL STRAIN 


SACROILIAC STRAIN 


WHIPLASH INJURY 


BURSITIS 


SPRAINS 


TENOSYNOVITIS 


FIBROSITIS 


FIBROMYOSITIS 


LOW BACK PAIN 


DISC SYNDROME 


SPRAINED BACK 


“TIGHT NECK” 


TRAUMATIC STRAINS 
AND BRUISES 


POSTOPERATIVE 
MYALGIA 
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@ Exhibits unusual analgesic properties, different from those 
of any other drug gg Specific and superior in relief of SomMAtic pain 
™@ Modifies central perception of pain without abolishing natural 


defense reflexes mm Relaxes abnormal tension of skeletal muscle 


N-isopropyl-2-methyl-2-propyl-1, 3-propanediol dicarbamate 


m= More specific than salicylates m Less drastic than steroids 


= More effective than muscle relaxants 


soma has an unique analgesic action. It apparently modifies central pain 
perception without abolishing peripheral pain reflexes. SoMA is particularly 
effective in relieving joint pain. Patients say that they feel better and sleep 
better with SoMA than with any previously used analgesic, sedative or 
relaxant drug. 

SoA also relaxes muscle hypertonia, with its stresses on related joints, 
ligaments and skeletal structures. 


acts Fast. Pain-relieving and relaxant effects start in 30 minutes and 
last 6 hours. 


NOTABLY SAFE. Toxicity of SOMA is extremely low. No effects on liver, 
endocrine system, blood pressure, blood picture or urine have been re- 
ported. Some patients may become sleepy on high dosage. 


EASY To use. Usual adult dose is one 350 mg. tablet 3 times daily and at 
bedtime. 


SUPPLIED: Bottles of 50 white sugar-coated 350 mg. tablets. 


Literature and samples on request. 


® 
) WALLACE LABORATORIES, NEW BRUNSWICK, N. J. 
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Can antacid therapy be 
made more effective ? 


ANNOUNCING w 


THE MOST SIGNIFICANT IMPROVEMENT IN. 
ANTACID THERAPY SINCE THE INTRODUCTION 
OF ALUMINUM HYDROXIDE IN 1929 


Each Creamalin Antacid Tablet contains 320 mg. specially processed, highly reactive, short poly- 
mer dried aluminum hydroxide gel, stabilized with hexitol, with 75 mg. magnesium hydroxide. 


1. Neutralizes acid faster (quicker relief) 

2. Neutralizes more acid (greater relief) 

3. Neutralizes acid longer (more lasting relief) 
4. No constipation - No acid rebound 

5. More pleasant to take 
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bed HO 
a new high in effectiveness 
and palatability n is at least 1 and averages less than 6, X is a cation. 


Acid neutralization with 10 leading antacid tablets? | Duration of action \at pH'3 to 5* 
320 (per gram of active Ingredient) (ber gtam of active ingredient) 
prescribed 
is 
bere 
Tablets were powdered and suspended in distilled water *Hinkel, E. T., dr., M. P, and Tainter, M. L.: A 
in a constant temperature container (37° C) equipped eaph stayed hydrox - de complex for gastric hyperacidity. To be published. 
with mechanical stirrer and pH electrodes. Hydrochloric 
acid was added as needed to maintain pH at 3.5. Volume of 
acid required was recorded at frequent intervals for one hour. 
Do antacids have to taste i 


like chalk? 


No chalky taste. New CREAMALIN tablets 
are not chalky, gritty, rough or dry. They 
are highly palatable, soft, smooth, easy to 
chew, mint flavored. 


« NO ACID REBOUND ¢ NO CONSTIPATION 
NO SYSTEMIC &FFECT 


Adult Dosage: Gastric hyperacidity: 2 to 4 tablets 
as necessary. Peptic ulcer or gastritis: 2 to 4 tablets 
every two to four hours. Tablets may be chewed, 
swallowed with water or milk, or allowed to dis- 
solve in the mouth. 


Supplied: Bottles of 50, 100, 200 and 1000. 


LABORATORIES - NEW YORK 18, NEW YORK 
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in vaginitis 
mpROVES 


TRICOFURON 


destroys all 3 principal pathogens 


Whether vaginitis is caused by Trichomonas, Monilia or Hemophilus 
vaginalis—alone or combined—TRICOFURON IMPROVED swiftly relieves 
symptoms and malodor, and achieves a truly high percentage of cul- 
tural cures, frequently in 1 menstrual cycle. TRICOFURON IMPROVED 
provides: a new specific moniliacide MICOFUR® brand of nifuroxime, 

the established specific trichomonacide FUROXONE® brand of furazolidone 

and the combined actions of both against Hemophilus vaginalis. 


1. Office insufflation once weekly of the Powder (MICOFUR [anti-5-nitro- 
2-furaldoxime] 0.5% and FUROXONE 0.1% in an acidic water-soluble 
powder base). 2. Continued home use twice daily, with the Supposito- 
ries (MICOFUR 9.375% and FUROXONE 0.25% in a water-miscible base). 


NITROFURANS —a new class of antimicrobials—neither antibiotics nor sulfonamides. wan Ne 
EATON LABORATORIES, NORWICH, NEW YORK 
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‘the house-call antibiotic 
e wide range of action is reassuring when 
culture and sensitivity tests are impractical 


e effectiveness demonstrated in more than 
‘6,000,000 patients since original 
introduction (1956) ; 


tentiated tetracycline with triecetyloleandomycin 


- More than 90 clinical references attest to the: 
superiority and effectiveness of Cosa- — 
Signemycin (Signemycin). Bibliography and 
professional information booklet available on | 
request. 


(Pfizer) Science for the world's well-being aa es 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. Brooklyn 6, NY. . 


capsules oral suspension pediatric drops 


125 mg., 250 mg. raspberry flavored, raspberry flavored, 
2 oz. bottle, 125 mg. 10 ce. bottle (with . 


per teaspoonful (5’cc.) calibrated dropper), 
5 mg. per drop mee mg. per cc. 


58, Jung 1959 
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THE NEW VM No. 34 means effective dosage of linoleic acid — 
the essential unsaturated fatty acid, from safflower seed oil, now 


known to have the greatest biological activity. “Vitamin F” formerly was used 


Of all known vegetable oil sources, safflower seed oil provides the 


highest percentage of linoleic, the dietary precursor to the functional essential 
fatty acid, arachidonic — the active cholesterol-impeditive factor. 


Vitamin B-6 is active in the conversion of linoleic to arachidonic acids. 


vm No. 34 easy-to-take capsules contain 
linoleic acid from safflower seed oil with 
vitamin B-6, niacin and iodine. 


BOTTLE OF 100 CAPSULES 


by some investigators as a convenient term for the unsaturated fatty acids. * 
BOTTLE OF 225 CAPSULES 
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GLENDALE 1 
MITA NE 


In Cc. 


CALIFORNIA 
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while she is planning 
her family, =f Ortho-Gynol. 


(VAGINAL JELLY 


she needs your help 
the most widely prescribed contraceptive 
more than ever 


WHENEVER A DIAPHRAGM IS INDICATED 
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O O 
BETTER RESULTS 


e lubricating, non-irritating bulk, 
low-in-sodium. 

e greater hydrophilic capacity... 
gelling takes place in the intestine, 
not in the stomach. 

e mild peristaltic stimulation assures 
predictable results. 


MORE FLEXIBLE 


e granular powder form allows infinite d 
variation for the full range of constipation. 
occasional to obstinate... from childhood 
geriatric. 


EFFERVESCENT 


e easy-to-take... really tastes good, 
lemon-flavored. 


CONTENTS: 


Each 7 Gm. white granular powder (appro 
mately 1 rounded teaspoonful) provides: 
Sodium Carboxymethylcellulose ....... 2 


Di(acetylhydroxypheny])isatin.......... 6 


THE STUART COMPANY 
PASADENA, CALIFORNIA 


CLEAR, PLEASING, DELIG 


psy 


e produces natural, soft, well-formed stool. , 


TFULLY REFRESHING 


ne range of constipatioffrc 
if from childhoodto 
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stools, 


atio}from Occasional to obstifl 
hoo, 


to geriatric 


BETTER RESULTS 
+more soft, lubricating bulk and milder peristal- 
ticstimulation combine to produce soft, formed 
stools. 
+ sodium-free, non-irritating. 


MORE FLEXIBLE 


egranular powder form allows infinite dosage 
variation for the full range of constipation . 
occasional to obstinate...from childhood to 
geriatric. 


EFFERVESCENT 


easy-to-take... really tastes good, 
lemon-flavored. 


CONTENTS: 


Each 7 Gm. pink granular poe (approxi- 
mately 1 rounded teaspoonful) provides: 


Psyllium hydrocolloid ..............+. 3 Gm. 


the highly purified hemicellulose of 
the husk of the psyllium seed. (Plan- 
tago ovata, Forsk) 


Di(acetylhydroxypheny])isatin ........ 3 mg. 


DOSAGE — BOTH EFFERGEL AND EFFERSYL: 
Adults : initially, 1 rounded teaspoonful in a glass of 
water, morning and night. Dosage may be increased 
or decreased to suit needs. 

Children 3 years and over: initially, 1 level teaspoon- 
ful in one-half glass of water upon retiring. Subse- 
quent dosage to be adjusted according to results. 
Availability: 4-ounce and 9-ounce bottles at all 
pharmacies. 


Write for generous tasting samples. 


EFFERVESCENT DRINK 


psyllium with a mild peristaltic stimula 


TASTES LIKE LEMON-SODA_ 
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“nutrition ...present as a modifying or complicating 
factor in nearly every illness or disease state”! 


the rationale 


m 
cardiac disease infectious disease 


“There are ample, critical, sta- 
tistically significant studies to 
indicate that good nutrition is 
important for optimal resist- 
ance to infection, for a superior 
tissue capability to cope with 
disease and injury, and for 


“B vitamins should be an inte- 
gral part of the treatment pre- 
scribed for any patient with 
cardiac disease. ... As a conse- 
quence of special low salt diets 
and diuretics prescribed to 
release the water held in the . 


body fluids by an excess of sodium, the B vitamins maximum antibody formation.”5 
are ‘washed out’ of the body with the salt, and the “Fever also increases vitamin requirements. This 
difficulties of the disease are compounded.”? is especially true of the B-complex and C vitamins. 


Liquid and soft diets, which are commonly pre- 
scribed early in disease, are inadequate in these 
vitamins. It is advisable to give supplementary 
vitamin capsules during the actual illness and 


convalescence.”® 
Each Theragran 
. 25,000 U.S.P. units 
Thiamine Mononitrate . . . .. . . . %I0mg. 
AscorbicAcid. . . . 
Hydrocht References: \. Youmans, J. B.: Am. J. Med. 
yridoxine Hydrochloride . . . . . . 5 mg. 25:659, Nov. 1958. 2. Gertler, M. M.: Paper 
Calcium Pantothenate . . - + « » » 20mg. presented at Conference on Metabolic Factors in 
Vitamin B,, Activity 5 meg. Cardiac Contractility, N. Y. Acad. Sciences, New 
York City, N. Y., March 18-19, 1958. 3. Fernandy- 
Dosage: 1 or more daily as indicated. Herlihy, L.: Lahey Clinic Bull. 11:12, July-Sept. 
+ ne * 1958. 4. Spies, T. D.: J.A.M.A. 167:675, June 7, 
Supply: Family Packs of 180. Bottles of 30, 60, 100 1968. 5. Halpern, 8. L:: Ann. N.Y. Acad. Sci. 
and 1,000. 3:147, Oct. 28, 1955. 6. Pollack, H., and Halpern, 


S. L.: Therapeutic Nutrition, National Academy 
of Sciences and National Research Council, 


i THERA GRA N with Minerals Washington, D. C., 1952, p. 54. 7. Kountz, W. B.: 
: Mod. Med. 25:102, Aug. 1, 1957. 8. Sebrell, W. H.: 


available as THERAGRAN-M Am. J. Med. 25:673, Nov. 1958. 


(squiee viTAMIN-MINERALS FOR THERAPY) 


bottles of 30,60, 100 and 1,000 
capsule-shaped tablets and Family Packs of 180 


Also available; Theragran Liquid, bottles of 4 
ounces; Theragran Junior, bottles of 30 and 100. 
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use vitamins 


in 
rheumatoid arthritis degenerative disease 


“Most degenerative disease 
changes are believed to be 
related to disturbed nutrition. 
..- Even though blood levels 
may be adequate [for vitamin 
adequacy...’8 A, vitamin D, thiamine, ascor- 
now bic acid, and riboflavin]... 
look for nutritive failure among the patients who many individuals will improve with supplemen- 
have arthritis and other debilitating diseases.’ tary administration.”? 
“In chronic diseases . . . in which there is a loss of 
appetite, difficulty in eating or abnormal meta- 
bolic demand, symptoms of B vitamin deficiencies 
also have been found frequently and should 
always be looked for in their management.’ 


LV \ PAA Pi “It is our practice to prescribe 
amultiple vitamin preparation 
to patients with rheumatoid 
LX arthritis [collagen disease] 
simply to insure nutritional 


PAS 


for the next patient you see who needs nutritional support 


SQUIBB VITAMINS FOR THERAPY 


SQUIBB 


Squibb Quality — the Priceless Ingredient 
‘Theragran’® is a Squibb trademark. 
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orally, parenterally, and by inhalation 


Caytine is the only brand of a[(a-methyl-3,4-methylenedioxyphenethylamino)- 
methyl]-protocatechuyl alcohol hydrochloride. 


three forms for individualized management: In patients with asthma, 
emphysema, bronchitis, bronchiectasis, Caytine Tablets, Inhalation, 
and Injection permit the physician to determine the treatment that 
gives the greatest relief with fewest side effects. CaYTINE increases 
vital capacity more than isoproterenol.! In geriatric patients, 
CayTINE “...was more effective than any previous medication used.”? 
There are a few side effects, but no toxic reactions, with the use of 
Caytine. No elevation of blood pressure, no adverse ECG, EEG, 
hepatic, renal or hematologic changes have been noted. Patients may 
experience palpitations and anxiety and should be so warned. 

(1) Leslie, A., and Simmons, D. H.: Am. J. M. Sc. 234:321, 1957. (2) Settel, E.: 
Am. Pract. & Digest Treat. 8:1249, 1957. 

For additional information request Brochure No. NDA 18, Caytine, 
Lakeside Laboratories, Inc., Milwaukee 1, Wisconsin. 
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are called bases since they are equivalent in electrical 
charge and replace hydrogen ions in maintaining homeo- 
stasis. Anions like Cl-, PO=, and HCO,~— are termed 
acids since their presence in the body tends to increase 
hydrogen ion concentration. Unfortunately, medical 
literature has not followed the correct chemical concept 
of Bronsted. According to chemical usage, a base is a 
proton acceptor and an acid is a compound donating a 
proton. If this confusion is not to be perpetuated, 
medical literature will undoubtedly have to adopt chem- 
ical terminology. 

Other substances, such as urea and glucose, are 
also present in the blood stream, but have no electric 
charge and hence do not dissociate into charged par- 
ticles. It is apparent that concentration of ions must be 
expressed in terms of which one ion is equivalent to 
another. The terms “equivalent” and “milliequivalent” 
satisfy these requirements. An equivalent is defined as 


Practical clinical management of LUID 
and ELECTROLYTE deficits 
in SURGICAL patients* 


ABRAHAM LEVIN, A.B., D.O. 


and 
THOMAS FRANCIS A. POWELL, A.B., D.O. 
Philadelphia, Pennsylvania 


.. PURPOSE OF this paper is to attempt to 
survey briefly the principle underlying fluid and elec- 
trolyte homeostasis and the clinical application of this 
knowledge in the diagnosis and management of bio- 
chemical derangements in surgical practice. Only on 
the basis of a thorough understanding of the pathologic 
physiology and biochemical changes that occur as a re- 
sult of surgical stress, reconstructive and anastomatic 
surgery, intubation, and clinical syndromes associated 
with disease states, et cetera, can successful treatment 
be administered. Since it is not possible at this time to 
determine completely and quantitatively the extent of 
the commonly occurring deficits, precise mathematical 
formulas for administration of parenteral fluid cannot 
be given. Therefore, guides to treatment will be offered 
which can be altered or modified according to the clin- 
ical progress of the patient. 

In order to understand the interrelationships of 
body compartments to be discussed, terminology is im- 
portant. The word “electrolytes” means those sub- 
stances which are mainly salts of the body’s nonskeletal 
inorganic structure and which when placed in water 
dissociate into charged particles called ions. Positively 
charged ions are called cations, and negatively charged 
ones, anions. Cations like Na+, K+, Ca++, and Mgt++ 


*From the Department of Surgery, Metropolitan Hospital, Philadel- 
phia, of which Dr. Levin is senior attending surgeon and in which Dr. 
Powell is resident. 
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that amount of a substance that will react or replace a 
gram atomic weight of hydrogen. A milliequivalent 
(mEq.) is one-thousandth of an equivalent. A millimol 
(mM) is one-thousandth of a gram molecular weight. 
For univalent ions (Na+, K+), a millimol and milli- 
equivalent are equal; for divalent ions (Ca++, 
Mg++), each millimol is equal to 2 mEq. Unfortunate- 
ly all laboratories do not express data in milliequiva- 
lents ; however, milligrams per cent can be rapidly con- 
verted to milliequivalents per liter by the following 
formula: 


mg.% 
atomic weight 


If carbon dioxide combining power is in volume 
per cent, this can be converted to milliequivalents per 
liter by dividing the volume per cent by 2.22. 

Studies with deuterium oxide’ have shown that 
the body “structural components” constitute a dynamic 
state and that all body water, including that in bone, is 
in free communication. Cell membranes anatomically 
separate body fluid into intracellular and extracellular 
compartments. These two fluid phases differ sharply 
as to their electrolyte and protein compositions. The 
intracellular fluid contains potassium and magnesium 
as the principal cation and phosphate and protein as 
anions. In the extracellular fluid, sodium is the major 
cation and bicarbonate and chloride are the principal 
anions; a smaller amount of protein is present but it 
is found mainly in the vascular system. The subdivi- 
sion of the extracellular fluid space into interstitial 
fluid surrounding the cells and intravascular compart- 
ment has obvious biologic reasoning. The distribution 
of water between the interstitial and intravascular com- 
partments is influenced by the intravascular osmotic 


10 valence = mEq./L 
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pressure and the hydrostatic pressure gradient in the 
capillaries as elaborated by Starling’s hypothesis. The 
diffusible ion concentration on the two sides of the 
cell membrane is interchanged on the basis of the Don- 
nan membrane theory, which involves redistribution of 


solutes so that osmotic electrolytic equilibrium is estab- 


lished. 


Total body water in the nonobese normal adult 
male occupies about 23 liters per square meter of body 
surface and averages about 61 per cent of the body 
weight.? In the female the body water is significantly 
lower, being 18 liters per square meter, or 51 per cent 
of body weight. In the newborn infant the percentage 
of total body water is much higher, being 77 per cent 
of body weight; in children from 1 to 9: years this per- 
centage falls to a mean of 59 per cent. Extracellular 
water in the nonobese, nonedematous subject may be 
considered as 20 per cent of the body weight; of this, 
4.5 per cent is plasma. 

Proportions of intracellular water cannot yet be 
directly ascertained ; however, it has been estimated as 
the difference between total body water and extracellu- 
lar water. Transcellular water should be included in 
such estimates. Into the category of transcellular fluid 
fall the various gastrointestinal secretions, sweat, cere- 
brospinal fluid, and synovial fluids. 


The mechanisms of water balance to maintain 
homeostasis are complex but self-regulatory in the 
average subject without intake or output deficits. Any 
output of water in excess of electrolyte concentration is 
controlled by the antidiuretic hormone (ADH) at the 
kidney. This produces a rise in the concentration of 
electrolytes extracellularly. This increased level affects 
various osmoreceptors in the hypophyseal and hypo- 
thalamic systems which stimulate ADH, and the error 
in output tends to be corrected. This system also is 

_linked to regulation of intake through the thirst mech- 

anism. Hypertonicity of the extracellular fluid com- 
partment results in a degree of cellular dehydration 
which stimulates and increases ADH output as well as 
water intake through the thirst mechanism.’ Hence 
both intake and output are regulated to minimize errors 
in water content of the body. 

Since flame photometry has been utilized for serum 
study and radioisotopes for determining electrolyte 
movement in body compartments, it has become pos- 
sible to interpret changes in the blood electrolyte picture 
in disease states with a new understanding.* Analysis 
of plasma for electrolyte content is preferred because 


TABLE I—AVERAGE NORMAL FLUID ELECTROLYTE 
CONCENTRATIONS* 


Serum Serum Interstitial Intrace!lular 


Ton water fluid fluid 
(mEq./L.) (mEq./L.) (mEq./L.) (mEgq./L.) 

Sodium 142 153 145 155 
Potassium 43 4.5 4.3 155 
Calcium 5.0 5.3 2.8 ato 
Magnesium 3.4 ae 2.4 20 
Chloride 104 112 118 3 
Bicarbonate 27 29 30.5 10 
Phosphate 23 
Sulfate 0.6 
Protein 16 


the composition of ions within the cells is quite differ- 
ent from that in the plasma; hence any sufficient num- 
ber of erythrocytes will considerably alter the plasma 
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results. Table I shows mEq. per liter of average nor- 
mal plasma, and interstitial and intracellular fluids.° 


Sodium 


Sodium is the predominant extracellular cation, 
Since the body cannot produce sodium, it is derived 
from intake; the content in a normal diet ranges from 
10 to 15 grams daily. The exact minimal requirements 
are not known; however, Butler and Talbot®’ give the 
following figures: 1 gram per day for a 2 to 10 kg, 
infant, 3 grams per day for a 30 to 40 kg. child, and 6 
grams per day for an adult. The average normal 70 kg. 
man has a theoretic total exchangeable sodium of 2,900 
mEq. which includes 1,860 mEq. of the sodium present 
in extracellular water and all of the 320 mEq. present 
in transcellular fluid and various cells. Bone sodium is 
included also; of the 1,600 mEq. present, 720 mEq. 
are exchangeable (about 45 per cent).° Total exchange- 
able sodium by radioisotopes averages about 41 to 43 
mEq. per kilogram of body weight in males and 38 to 
41 mEq. per kilogram in females. 

The endogenous sodium is almost or completely 
absorbed since formed stools: contain little of this ele- 
ment.® The assimilated sodium enters the extracellular 
fluid where it can serve to maintain or replenish body 
stores. The kidney possesses an inherent capacity to 
reabsorb the bulk of the filtered sodium. Recent studies 
by Reichstein suggest that aldosterone may well mediate 
reabsorption because this agent appears to be 25 to 50 
times more active than desoxycorticosterone in facili- 
tating sodium reabsorption.’° 

The normal adult in sodium balance will within a 
variable range excrete as much as he takes in, which 
varies from 40 to 90 mEq. per liter of urine daily. 
When intake of sodium is zero, as in fasting and star- 
vation, the excretion of this electrolyte is near or with- 
in a low normal range for about 2 days, and then rapid- 
ly drops to negligible amounts in prolonged states. The 
renal response and steroid regulation can thus continue 
indefinitely recirculating body sodium stores without 
need of replenishment as long as extrarenal losses do 
not occur. 

The sodium in plasma is in equilibrium with the 
sodium in interstitial fluid which is constantly in a state 
of exchange with intracellular sodium. With allowances 
for Donnan membrane equilibrium forces, the sodium 
in plasma reflects that of the extracellular fluid com- 
partment. Extracellular pH has been demonstrated to 
alter intracellular sodium and potassium. Generally 
alkalinity causes a shift of sodium intracellularly and 
potassium moves out of the cell; similarly, a pH of 
less than 7.3 causes the reverse to occur. When there 
is a discrepancy between intake and output, imbalance 
in sodium and water results which manifests itself 
clinically and from a laboratory standpoint by devia- 
tions in the serum sodium level. 

Hyponatremia.—The pathogenesis of this problem 
is found in varying circumstances. One type occurs 
where loss of water or sodium is such that proportion- 
ately more sodium than water is lost and serum levels 
and total body sodium are decreased. When water reten- 
tion occurs so that the volume of sodium distribution is 
increased, serum sodium may be markedly decreased al- 
though total body sodium is normal or even increased. 
The underlying factor which seems to unite all path- 
ways in the genesis of hyponatremia is the balance of 
osmotic pressures across the cell membrane."? 

An important outcome of isotopic studies has been 


Journat A.O.A. 


the realization that hyponatremia does not always mean 
sodium depletion.’? In patients with edema, hyponatre- 
mia coexists with excessive body sodium content ; con- 
sequently this sign indicates an increased body sodium. 
Accumulation of excess body water in the period im- 
mediately following major operations generally ac- 
counts for most hyponatremic states experienced during 
this period. This can be prevented partially if not to- 
tally by reducing water intake to or below minimal daily 
requirements without adverse effects on renal function. 
An additional mechanism, to be discussed further in the 
section on management, is a primary decline in intra- 
cellular osmolarity as a result of anionic alteration 
within the cell or potassium depletion. 

The correction of hyponatremia depends on its 
cause, but a helpful approach would be to drain any 
transudative area that exists, such as ascites in the case 
of cirrhosis of the liver. Although saline administration 
in these cases may correct the condition of low sodium, 
it leads to rapid reaccumulation of the ascites; conse- 
quently salt and water deprivation and salt-poor albu- 
min to maintain plasma volume would be the correct 
management. The amount of hypertonic saline to be 
administered for correction of hyponatremia must be 
calculated on a volume distribution equal to total body 
water.'* The administration of saline, however, to 
edematous hyponatremic patients may well precipitate 
pulmonary edema and therefore should not be given 
unless the symptom picture constitutes a metabolic 
emergency. The majority of edematous hyponatremic 
patients are managed best by water and salt depriva- 
tion to produce a negative water balance. This can be 
accomplished by reducing total intake to 1,200 ml. per 
day or less in most patients. The tendency of thirst 
appears when the serum level of sodium reaches 128 
to 135 mEq. per liter and this presents a limiting fac- 
tor. A guide which has been useful in estimating the 
sodium deficit is: 

Sodium deficit = (140 — Na,) Kk TBW 

The symbol Na, represents the patient’s serum sodium 
concentration in mEq. per liter; total body water 
(TBW) is approximately equal to half the body weight 
in kilograms. Replacement should be carried out over 
a 2 to 4 day period at least in patients with cardiac 
disease. When both absolute deficit of extracellular 
fluid (sodium and water) in proportional amounts and 
loss of sodium relative to water remaining in the body 
occur, then acute weight loss in kilograms (if known 
and considered to be mainly extracellular loss) should 
be added to above results to get the total sodium deficit. 
An example follows: A 70 kg. male has a weight loss 
of 1.5 kilograms, and a serum level of 125 mEq. per 
liter of sodium as a result of dehydration and hypo- 
natremia. 


Sodium deficit = (140 — 125) 35 
(TBW) = 525 
mEq. 

Weight loss st. 

Sodium deficit = .1440 1.5.= 210 

mEq. 

Na deficit with H.O = 210 mEq. 

Na deficit in excess of HO = 525 mEq. 

Total Na deficit = 735 mEq. 


Hypernatremia.—There is no uniformity of opin- 
ion concerning the etiology of clinical hypernatremia. 
Various mechanisms ranging from a primary disturb- 
ance in a cerebral regulating center for sodium metab- 
olism, renal tubule disease, or a primary deficit of body 
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water are given. It seems most probable that cellular 
dehydration is the initiating stimulus to the hyperna- 
tremia. A depression of the thirst mechanism may be 
one of the reasons for a common occurrence of this 
problem in the aged patients and in those with neu- 
rologic disorders. Water deficit in excess of sodium 
will institute a state of high urine osmolarity ; evidence 
has revealed that alterations in extracellular volume 
may stimulate retention of sodium through renal excre- 
tion.** With resultant dehydration, contraction of the 
extracellular volume occurs. Adrenal steroids may be 
implicated as suggested by primary aldosteronism caus- 
ing hypernatremia without edema.®* The presence of a 
water deficit is apparent in the average case and this 
loss might approximate 40 to 50 per cent of total body 
water. This loss has been revealed’® to be shared pro- 
portionately by both the extracellular and intracellular 
spaces. Consequently the greater part of this loss will 
be cellular, with muscle being the largest contributor. 
The serum level of chloride changes concomitantly with 
that of sodium, and the carbon dioxide remains unal- 
tered unless other conditions such as uremia intervene 
to cause acidosis. 

When hypernatremia develops, the serum sodium 
level may rise to extremely high levels. Doolan’’ report- 
ed a case with 200 mEq. per liter of sodium. Of par- 
ticular interest is the frequent finding of hypokalemia. 
Several factors may account for this: potassium defi- 
ciency occurs frequently with dehydration ;** hyperse- 
cretion of aldosterone or other adrenal steroids may 
increase potassium loss ;° or the magnitude of the renal 
tubular load of sodium may act as a stimulus to the tu- 
bular secretion of potassium with the final production of 
lower serum concentration and cellular depletion.* A 
simplified classification of hypernatremia, based on (1) 
deficient intake of water, (2) excessive output of wa- 
ter (diabetes insipidus, gastroenteritis, hyperventilation, 
solute diuresis), and (3) unclassified causes, has been 
offered by Knowles.’® The clinical management of hy- 
pernatremia will be discussed in detail later, since it is 
intimately associated with dehydration. However, one 
important observation of body homeostasis should be 
kept in mind: The body seems to adapt itself to hyper- 
natremia, and overzealous early administration of water 
may result in a condition clinically resembling water in- 
toxication.’® 


Potassium 


Potassium is the chief intracellular ion and like 
sodium is derived chiefly from. dietary constituents, 
which provide some 4 to 8 grams a day from plant 
and animal sources. The stools of human beings con- 
tain more potassium than sodium which suggests that 
perhaps there is less complete absorption of potassium 
than of sodium. The absorbed potassium enters the 
extracellular fluid where it may remain in this compart- 
ment or follow two paths of distribution, namely, trans- 
port into the cell or excretion via the skin, urinary 
tract, or gastrointestinal system. 

The extracellular concentration of this cation in 
the average 70 kg. adult is approximately 65 mEq. ;° 
this forms a small fraction of the total exchangeable 
potassium of 3,220 mEq. Intracellular potassium makes 
up 3,160 mEq. of the total, or 95 per cent, in normal 
adult humans. This averages 46 mEq. per kilogram 
in males and 39 mEq. per kilogram in females.’? In- 
fants have a relatively smaller potassium content per 
unit of body weight because of the smaller ratio of 
intracellular to extracellular water. 
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Serum potassium generally reflects poorly the in- 
tracellular potassium stores; depletion should be evalu- 
ated in terms of the clinical picture. Many depleted 
patients may show abnormally high serum levels be- 
cause of failure of transfer of potassium into depleted 
cells, including the distal renal tubules which generally 
secrete this ion into the urine when the plasma levels 
rise. Potassium movement in and out of cells is af- 
fected by a wide variety of metabolic activities. It is 
intimately associated with cellular phosphorylation and 
the glycolytic cycle, and it is essential for the formation 
of adenosine triphosphate.*° Derangements of body 
fluids involving pH induce potassium shifts.?"?_ Alka- 
losis is characterized generally by potassium transport 
out of the cell, whereas acidosis induces transfer into 
the cell. Recent studies have revealed that a change of 
0.4 to 1.5 mEq. per liter in the serum potassium con- 
centration is required for every 0.1 unit change in the 
extracellular pH. These data do not, however, suggest 
that the higher the initial serum concentration the 
greater the effect of the pH change.”* 

The normal daily excretion in urine varies, but is 
approximately 3 to 4 grams. Studies performed on 
dogs and humans on potassium-free diets indicate that 
in health renal conservation can be elicited.2* The nor- 
mal serum range is usually given as 3.5 to 5.5 mEq. 
per liter. Actually this range is probably too wide. 
The relative constancy of serum values indicates that a 
possible regulatory mechanism exists. The kidneys 
play a key role in homeostasis and at present it is un- 
known what proportion of filtered potassium, if any, 
is excreted in urine as a result of incomplete tubular 
reabsorption. The urinary excretion of potassium is 
also under hormonal influence as is evidenced by the 
effect of adrenal steroids. Important information can 
also be observed by the fairly constant rates of 2.9 
mEq. of potassium to 1 gram of nitrogen (K/N = 2.9) 
with cell protein breakdown on urinary excretion. The 
greatest potassium loss occurs in the first 3 days post- 
operatively during which the potassium-nitrogen ratio 
is increased. In the production of potassium deficiency 
in surgical patients, the importance of continued renal 
excretion of potassium in the presence of hypokalemia 
has been emphasized by Elkinton and Tafel.‘* Appar- 
ently the renal tubules have a minimum potassium ex- 
cretion rate and will not reabsorb potassium against a 
concentration gradient.” 

Hypokalemia.—It appears that changes of 100 to 
200 mEq. in total body potassium are required to 
change the serum potassium concentration 1.0 mEq. 
per liter when the serum concentration is above 3 mEq. 
per liter at the onset.2* When potassium depletion is 
severe and is characterized by serum levels below 3.0 
mEq. per liter, a 1 mEq. per liter change in the serum 
potassium concentration represents 200 to 400 mEq. 
change in the total body potassium. The basic causes 
of potassium deficits are vomiting, fistulas, dehydration, 
starvation, alkalosis, anoxia, diarrhea, adrenal stress, 
and any cell breakdown. Intestinal atony and distention 
are common postsurgical signs of hypokalemia. 
Changes in the electrocardiogram are good indications 
of potassium imbalance.** 

Potassium deficiency cannot be considered as an 
isolated state; treatment must be directed toward cor- 
rection of concomitant losses of other electrolytes. A 
common example is the association cf hypokalemia with 
refractory alkalosis and hypochloremia. Darrow**:?° 
was the first investigator to show that this condition 
would not respond to sodium chloride or ammonium 
chloride without potassium therapy. The explanation 
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depends on certain aspects of renal function, namely, 
that the normal kidney excretes more potassium in 
alkaline urine, and when potassium deficiency develops 
the kidneys tend to maintain high serum bicarbonate 
and low chloride despite abundant excretion of sodium 
and chloride.*° 

It has been known for a considerable time that 
when potassium shifts out it is replaced by sodium in- 
tracellularly. Impairment in cellular metabolism ex- 
plains the loss of potassium and the entry of sodium 
in anoxia, cold injury, interference with circulation, 
diabetic coma, and numerous other conditions. 

The bedside manifestations of potassium deficiency 
in surgical patients have been documented by many in- 
vestigators,*'-*> and, depending on the severity, a wide 
variety of symptoms and signs are encountered. The 
heart and voluntary and smooth muscles are affected 
along with the nervous system. Weakness, paralysis, 
ileus, sensorial depression, semisomnolence, and ortho- 
static hypotension are common signs. 

Deficits of potassium cannot be quantitated readily 
prior to clinical therapy because of the predominantly 
intracellular position of this ion. Another handicap en- 
countered is the ability of normal cells to store supplies 
of potassium for temporary periods, giving a false im- 
pression of deficit replacement." 

The range of deficits varies greatly but may amount 
to 800 to 1,000 mEq. in the adult ; however, a range of 
200 to 400 mEq. is much more common. Randall*® ob- 
served that almost every postsurgical case becomes a 
candidate for potassium deficiency. A review of a few 
fundamental facts would be of value in any discussion 
of treatment of hypokalemia on surgical patients.*’ 
Potassium should not be given in patients who are 
acutely dehydrated until rehydration is well under way, 
hematocrit falling, and urine volume rising; nor in pa- 
tients with any degree of renal failure, particularly 
oliguria or elevated nonprotein nitrogen, unless the 
serum potassium level is known to be very low. There 
is no need for potassium administration during opera- 
tion or the first 24 hours postoperatively except when 
the serum level is known to be low. 

In treating hypokalemia one group'* recommends 
that in adults solutions containing 60 to 80 mEq. per 
liter be administered once or twice daily until the serum 
potassium concentration returns to normal range. A 
rough calculation based on weight loss and on the basis 
of intracellular concentration** may be illustrated as 
follows: 

A 60-year-old white male was admitted with se- 
vere dehydration and a weight loss of 10 pounds as a 
result of a “throat condition.” Little fluid or food had 
been ingested over a 5-day period. His original weight 
was 154 pounds (70 kg.). The loss in weight repre- 
sented 6 per cent of body weight. Estimate of potas- 
sium loss in this case of mixed depletion was: 


70 kg. weight — 6 per cent = 4.2 liters fluid loss. 


This loss was derived proportionately from the extra- 
cellular compartment, 20 per cent (one third), and cel- 
lular fluid, 40 per cent (two thirds). 


1/3 X 4.2 liters = 14 liters (extracellular 


fluid ) 
2/3 X 4.2 liters = 2.8 liters (cellular fluid) 
Baseline requirement = 2.5 liters 


6.7 liters of fluid to re- 
establish water bal- 


ance. 
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The potassium requirement is computed as follows: 


2.8 liters (cellular fluid deficit) & 150 mEq. 
(intracellular potassium concentration) = 420 
mEq. (potassium deficit). 


Potassium in this case should be withheld until rehy- 
dration is established; this is evidenced by a urinary 
flow of 300 ce. every 8 hours. Potassium is then ad- 
ministered over a period of several days. 

The amount of potassium required is dependent 
upon the etiologic mechanism of the deficiency and the 
severity of the condition. In the average postsurgical 
deficiency, 3 to 6 grams are recommended for prophy- 
laxis.*® As much as 150 mEq. of potassium for 24 
hours may be required in a severe case. In one striking 
case reported by Earle,*° a patient with renal impair- 
ment and albuminuria showed a remarkable inability to 
retain potassium despite the administration of large 
amounts. This patient developed signs and symptoms 
of hypokalemia unless her intake was above 420 mEq. 
per day. In practice, if more than 70 mEq. per liter of 
potassium chloride concentration is given intravenously, 
pain and phlebitis are likely to occur. If this amount is 
necessary, it should be given very slowly at a rate of 8 
to 12 cc. per minute. 

Hyperkalemia.—There are several basic causes of 
hyperkalemia: an increased cellular membrane per- 
meability with failure of adequate renal excretion (as 
in shock),** burns, crushing injuries, acute renal in- 
sufficiencies, and conditions in which the pathophysi- 
ologic mechanism is excessive cell breakdown which 
causes intracellular exchange of potassium by sodium 
(as in uncontrolled diabetes mellitus) and effects ele- 
vation of the serum potassium. Increased intracellular 
and extracellular levels (as in adrenal cortical insuffi- 
ciency) can also cause hyperkalemia. Increases in 
cellular and total potassium can occur without harmful 
effects as evidenced by clinical signs as long as the ex- 
tracellular level does not rise. This conceivably indi- 
cates, as was previously mentioned, that the cells can 
perhaps serve as a temporary storehouse.'**? 

For many years it has been recognized that one of 
the main clinical problems in the management of aci- 
dosis due to renal insufficiency has been that of hyper- 
kalemia. Attempts at controlling this associated factor 
with insulin and glucose have many times been unre- 
warding and temporary in effect. It has been noted 
that glycogen is deposited with about 0.36 millimols of 
potassium per gram of glycogen. But use of Soskin’s 
estimation the increase in glycogen during recovery 
from diabetic coma results from approximately 1 to 1.5 
millimols of potassium per kilogram of body weight 
being transferred to cells because of glycogenesis.** It 
has been noted that as little as 0.1 unit of insulin per 
kilogram of body weight given intravenously will al- 
most invariably lower the serum levels of potassium.** 
The administration of testosterone has a limiting effect 
on cell breakdown, and because of its anabolic action 
induces transfer of potassium intracellularly.*° Calcium 
and digitalis are known specific antagonists to the car- 
diotoxic effects of potassium.** Recently the advent of 
the artificial kidney has brought about a significant 
breakthrough in the treatment of hyperkalemia. The 
criteria of Kolff*® will be discussed in the section on 
renal failure. 

Cation exchange resins.—Elkinton and associates** 
presented evidence that by utilizing cation exchange 
resins sufficient quantities of potassium could be re- 
moved through the gastrointestinal tract to decrease 
high serum levels of potassium. The specific therapeutic 
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effect of resins is to remove cations from the body by 
way of the feces. The resins may-be sulfonic or car- 
boxylic in type. The sulfonic type binds cations at a 
pH above 3 and the carboxylic above a pH of 5 with 
an increase in binding capacity as the pH rises. The 
basic mechanism of action of the resin is to replace 
hydrogen ions by positively charged potassium and so- 
dium ions in the alkaline intestinal fluids. These au- 
thors*’ have used a cross-linked polyacrylic ammonium 
carboxylate (S.K.F. Special Resin No. 648) on a limit- 
ed number of cases with very satisfactory results in - 
reducing serum potassium levels. 

Cardiac arrest from heart block may occur when 
the serum level is 10 mEq. of potassium. Knowles and 
Kaplan** used this resin when the serum level exceeded 
6.5 mEq. of potassium and the urine volume was less 
than 500 cc. in 24 hours. All cases were managed by 
the oral route although the resin can equally well be 
administered by enema. In patients with liver disease 
the resin should be used cautiously because of the possi- 
bility of precipitating a toxic reaction. Rigid laboratory 
control was exercised in all cases with electrolyte de- 
terminations being made every 12 hours. On _ the 
average, fall of serum potassium to normal levels was 
observed 3 days following oral therapy. On the basis 
of our limited experience we feel that this resin offers 
an effective method of controlling hyperkalemia in a 
small general hospital as long as laboratory control 
through flame photometry is available. Peritoneal lav- 
age*® has been used in the past for hyperkalemia ; how- 
ever, we have not used this method so cannot personally 
assess its value. 

The treatment of hyperkalemia other than that as- 
sociated with renal failure and anuria utilized by vari- 
ous authors has been as follows: 

1. S.K.F. Special Resin No. 648 administered 
orally, or by enema (if patient is in coma enema should 
be retained for several hours to be effective). The oral 
dosage is 50 grams daily divided into three or four 
individual doses with 4 to 5 fluid ounces of cold water ; 
a 10 per cent suspension in 250 cc. of water may be 
given rectally twice daily. 

2. Control of acidosis with lactate or sodium bi- 
carbonate (see section on acid base balance for calcula- 
tion). 

3. Calcium to antagonize the cardiac effects of po- 
tassium. 

4. High caloric intake with oral or intravenous fat 
emulsion and 50 per cent glucose intravenously with 
regular insulin and vitamin administration. 

5. Maintenance of electrolyte balance of other ions. 

6. Restriction of water intake to meet demands of 
extrarenal losses. 

7. If renal failure develops, consider vivodialysis 
if an artificial kidney is available. 


Chloride 


The total exchangeable chloride in the average 
adult 70 kg. male is approximately 2,030 mEgq. and 
1,740 mEq. in a 60 kg. female, with a relative value of 
29 mEq. per kilogram of body weight for both sexes.*® 
Chloride is the primary anion of the extracellular fluid 
and is in dynamic equilibrium with the interstitial 
chloride at the capillary membrane surface. Approxi- 
mately 4 per cent of total body chloride is turned over 
daily in the adult and child in health. Maintenance of 
homeostasis for chloride is essentially the same as for 
sodium. Serum chloride varies inversely with serum 
bicarbonate and elevations of chloride are generally as- 
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sociated with acidosis and decreased levels with alka- 
losis. The avenues of body excretion of chloride in 
urine, gastrointestinal fluid, and sweat are similar to 
those of sodium. The difference of ratio, 1.3 to 1 for 
sodium and chloride, in extracellular fluid should be 
considered in deficit therapy ; because of this ratio, the 
requirement for chloride is generally less than that of 
sodium. 

The loss of chloride can manifest itself either by a 
decreased concentration in extracellular fluid or de- 
creased volume of extracellular fluid. Chloride defi- 
ciency is generally associated with sodium or potassium 
depletion, but it may occur independently with loss of 
stomach contents by lavage, emesis, fistula, or suction. 
Uncontrolled diabetes, adrenal cortical insufficiency, and 
hypoventilatory states due to pulmonary disease are 
also characterized by decreased chloride concentrations. 
Since disease states causing chloride alteration are so 
intimately associated with acid-base imbalance, therapy 
will be discussed later in connection with individual pH 
changes. 

A guide to correction of chloride deficit is as fol- 
lows: 


Normal serum chloride — observed serum 
chloride = chloride deficit (mEq. per liter) 
Chloride deficit & 0.70 X weight of patient in 
kilograms = total chloride deficit (mEq. ) 


Hyperchloremia is usually due to hyperventilation ex- 
cept in pure water deficiency and some types of renal 
tubular diseases. 


Calcium 


Calcium is present in the body fluids in an ionized 
and nonionized form, the latter being mostly bound to 
protein. The daily requirement of this ion is not 
known. Mobilization and excretion of calcium is inti- 
mately associated with parathyroid and renal regulation 
and phosphorus metabolism. The lack of vitamin D 
has long been known to produce a disturbance by inter- 
ference with absorption of calcium from the intestinal 
tract. A fall in serum calcium level stimulates excretion 
of the parathyroid hormone which increases phosphorus 
excretion through the kidney and tends to raise serum 
calcium. The role of bone as an electrolyte reservoir 
has only recently been shown to be a dynamic one in 
electrolyte metabolism.*° The potential skeletal contri- 
bution is enormous when one considers total skeletal 
electrolyte concentration (the adult skeleton contains 
approximately 100,000 mEq. of calcium). Decalcifica- 
tion of bone in chronic acidosis accompanying renal 
disease is a well-established clinical entity. 


Hypocalcemia.—In any clinical situation in which 
calcium abnormalities in the serum level are noted sev- 
eral factors should be considered: the concentration 
of serum phosphorus and albumin, pH of blood, and 
degree of ionization. Calcium deficits may occur as a 
result of acute pancreatitis, peritonitis, massive subcu- 
taneous infection, duodenal, pancreatic, and_small in- 
testinal fistulas, vitamin D deficiency, pregnancy, and 
hypoparathyroidism, and other disease states. Surgical- 
ly the condition is associated mainly with the period 
following total thyroidectomy. The symptoms are re- 
lated to water and ion changes, particularly including 
painful spasm of smooth and striated muscles, convul- 
sions, muscular weakness, fatigue, cardiac symptoms 
(tachycardia, arrhythmias, prolonged Q-T interval, S-T 
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depression, sudden arrest), headache, transient pareses, 
electroencephalographic changes, increased spinal fluid 
pressure, and mental disturbances. Hypocalcemia may 
mask potassium deficiency electrocardiographically, and 
tetany may not appear until the potassium has been re- 
placed.** 

Treatment is mainly empiric in hypocalcemia. 
Acute conditions naturally are best treated with calcium 
parenterally in the form of calcium gluconate which 
provides 4.7 mEq. of Ca++ and HCO;—. The use of 
vitamin D because of its effect of increasing absorption 
of ingested calcium and elevation of urinary excretion 
of phosphorus and dihydrotachysterol which produces 
increase in urinary phosphorus excretion, however, is 
recommended for therapy on a prolonged basis. For 
patients on digitalis therapy, calcium should be adminis- 
tered very cautiously because of synergistic action. 

Hypercalcemia.—The main clinical etiologic mech- 
anisms for excesses of calcium are primary and sec- 
ondary hyperparathyroidism, vitamin D intoxication, 
Paget’s disease, Burnett’s syndrome,** metastatic carci- 
noma of bone, and multiple myeloma. The possibility 
of corneal calcification is imminent in any hypercal- 
cemic state, but the main symptoms are polydipsia, 
polyuria, fatigue, weakness, nausea and vomiting, hy- 
potonia of muscles, and Q-T interval changes on the 
electrocardiogram. Treatment of this problem is main- 
ly by restriction of calcium intake. 


Magnesium 


Magnesium is chiefly concentrated intracellularly 
with a level of about 20 to 28 mEq. per liter and a 
serum level of 2 mEq. per liter. Approximately 40 per 
cent of the ion ingested is excreted in the urine and the 
remainder is eliminated by way of the gastrointestinal 
tract.°* The daily turnover ranges between 20 and 50 
mEq., or 1.3 to 3.6 per cent of the total body content. 
Magnesium is involved in energy transfers of adenosine 
triphosphate and has important effects on the central 
nervous system, the neuromuscular junction, and the 
heart. Renal excretion of magnesium appears to be 
similar to that of sodium; hence, retention occurs in the 
postoperative patient. 

Hypomagnesemia.—This condition may result 
from many causes: prolonged dietary insufficiency, 
parenteral administration of magnesium-free solutions, 
diarrhea, giving of diuretics, acute pancreatitis (mag- 
nesium is bound to fatty acids with calcium), and dia- 
betic acidosis (after glucose-insulin therapy magnesium 
is taken up with potassium and phosphate during glyco- 
gen formation). The normal serum range is 1.4 to 2.5 
mEq. per liter ; in hypomagnesemia, levels of 0.42 mEq. 
per liter have been reported. Low levels are frequent 
in acute alcoholic states, with or without delirium 
tremens, and convulsive states. Symptoms as a result 
of low levels vary from muscular tremors and twitch- 
ing to choreiform movements, tetany, convulsions, con- 
fusion, delirium, disorientation, and coma. Treatment 
for deficits must be at best empiric and is guided by a 
rise in the serum level. A 50 per cent solution intra- 
muscularly or a 2 per cent solution intravenously can 
be administered in acute states. In the postoperative 
patient prevention can be effected by giving mainte- 
nance amounts of magnesium in multiple electrolyte 
solutions. 

Hypermagnesemia.—Excesses of this ion are 
found in renal insufficiency with oliguria, untreated 
diabetic acidosis, hyperadrenocortical states (Cushing’s 
syndrome and ACTH and cortisone administration). 
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Elevation of serum levels occurs also with body deple- 
tion as in the severe dehydration of diabetic acidosis 
and infantile diarrhea. The clinical signs are those of 
hypotension as a result of peripheral vasodilatation, 
and also areflexia, stupor, weakness, and signs of car- 
diac, central nervous system and respiratory depression. 
Treatment is directed at magnesium restriction and ad- 
ministration of calcium salts, orally or intravenously. 


Phosphate 


Phosphate is an important intracellular ion, known 
to move into the cell with potassium in phosphorylation 
of glucose and to transfer out with glycolysis. The in- 
fluence of the phosphate anion on electrolyte metab- 
olism remains to be established. Phosphate anions are 
usually retained in the body during acid ion deficit and 
excreted in increased amounts during periods of anion 
surplus. Shift from the intracellular to the extracellu- 
lar compartment and accumulation in the latter occur 
if renal failure coexists in a period of excessive tissue 
breakdown. 

Hypophos phatemia.—Hyperparathyroidism, ad- 
minstration of parathyroid hormones, vitamin D defi- 
ciency, prolonged diarrhea (sprue, celiac disease), and 
Fanconi’s syndrome are the most common causes of 
hypophosphatemia. Since hypokalemia generally occurs 
with low levels of phosphate ion, correction of this 
deficit with potassium phosphate is recommended. A 
high phosphorus diet also is of empiric value. 

Hyperphosphatemia.—Hypoparathyroidism, exces- 
sive intake of vitamin D, prolonged milk-alkali use 
(Burnett’s syndrome). renal failure, and intestinal ob- 
struction generally are the etiologic mechanisms en- 
countered in connection with excessive phosphate con- 
tent in the blood. Therapy is directed toward restriction 
of phosphorus intake. 

(To be concluded in the July Journat.) 
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(Continued from the May Journat) 


Intraprofessional relationships 


Dr. Tittey: It is important in a discussion of this 
sort to get the basic philosophy set down, and we have 
done that. Now we must consider some of the details 
of present-day problems, the things that we as doctors 
are faced with as we conduct our practices from day to 
day. The first part of this question, I think, should have 
to do with our intraprofessional relationships. These 
could well be separated into those between individual 
doctors, between the general practitioner and the spe- 
cialist, and between the various groups of physicians. 
I would like to have the panel consider the major fac- 
tors in developing and maintaining good relationships. 

Dr. Sueets: The problem of fees is always im- 
portant. As I have said before, our practice comprises 
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almost entirely patients referred for surgical treatment, 
Before any bill is rendered to the patient, we call the 
referring physician and tell him what our fee usually 
is. The specialist many times is out of line in his 
charges. He has a tendency to overcharge, and I think 
the referring physician can guide him in his charges. 

Dr. Tittey: Should double billing be permitted 
for a specific procedure participated in by the referring 
physician and the specialist ? 

Dr. MutrorD: We need first to reach an agree- 
ment as to what our main purpose is to be. Are we 


working for the greatest reward financially, or are we- 


as a profession truly interested in doing the things we 
started out to do—improve the health of the commu- 
nity? I do not think there are any problems between 
doctors that could not be settled if we would sit down 
and discuss them thoroughly. 

Dr. Hentey: Dr. Mulford is right. But it de- 
pends also on the philosophy of the individual. I don’t 
think we are competing with anyone in this world but 
ourselves. If we can keep the care of the patient para- 
mount in our thoughts and subordinate ourselves to 
that we will not get into trouble. A phrase keeps ring- 
ing in my mind: Each man must march to the music 
that he alone can hear. Each man guides his life by a 
star that only he can see. Many of us do not hear the 
music or see the star, and we begin to follow each other. 
Then we start going in circles and we get confused and 
we try only to keep up with each other. Then we are 
in trouble. 

Dr. Tittey: But are there certain matters that do 
come between doctors in particular areas? Perhaps one 
is the matter of fees. Should there be a common under- 
standing in regard to this? What happens in smaller 
communities? How do you arrange things in a large 
city? This is a matter of great misunderstanding every- 
where. 

Dr. Laurson: Many county societies have set up 
committees to study the average fees in a given area. 
This is true in both branches of the medical profession. 
There are also grievance committees appointed so that 
if patients feel they have been abused economically they 
may appeal to the committee and present their case, 
usually in writing. The committee will call in the physi- 
cian, and he is advised to bring his charges more in 
line with the average of the community. 

Dr. FrorE: The American College of General 
Practice in Osteopathic Medicine and Surgery this year 
created a plaque which was given to every member of 
the group to be placed in his consultation room. It 
urges the patient to discuss the matter of fees with the 
doctor so that the exact cost of a certain procedure is 
known. That is a fine step toward happy patient-doctor 
relationships as far as fees go. 

Dr. Mutrorp: But this takes us back to patient- 
doctor relationships rather than doctor-doctor relation- 
ships. 

Dr. TitLey: We must talk about intraprofession- 
al relations now because we are moving into the impor- 
tant and difficult era of our development as an osteo- 
pathic profession, and everything we can possibly do to 
improve our own relationships is a matter of duty and 
interest. 

Dr. Mutrorp: One problem is that if a patient 
comes to a doctor, that doctor feels he has some kind 
of priority on him. If for some reason the same patient 
later goes to an osteopathic physician across the street, 
the first doctor considers that the second one has stolen 
the patient. But after all, the patient would not have 
gone to the second doctor if he had been satisfied with 
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the first. It is up to doctors to take stock of themselves 
and see where they have failed. 

Dr. Tittey: In certain areas there are different 
types of licenses. Some of our doctors hold a limited 
license and others an unlimited license, yet we are all 
members of one profession. It does seem to me that 
we are going into the era of professional recognition 
and we all have to think and work together as a united 
profession. What are the things that disturb that rela- 
tionship? 

Dr. Mutrorp: One of the difficult problems has 
to do with the specialist who has seen or has had joint 
responsibility for the care of a patient, and when the 
time comes to return the patient to the general practi- 
tioner or refer him to another specialist, the patient 
wishes to stay with the consultant instead. I have my 
own convictions on that but I should like to hear from 
the panel. 

Dr. Tittey : That will also involve discussion of the 
referring doctor and his relationship with the specialist. 

Dr. Fiore: Since I am the general practitioner on 
this panel I have things to say. One of the most dis- 
turbing things that can occur between a general practi- 
tioner and specialist is the lack of understanding be- 
tween these two men after they confer with the patient. 
I have had the unfortunate experience of referring a 
patient to a specialist for examination, diagnosis, and 
recommendations for treatment, and the patient has not 
come back. He stays with the specialist, who takes 
over the case and treats it. This may take several 
months ; after that the patient may or may not return 
to me. I have talked to the doctors about this and the 
answer was that it was a case I could not handle, or 
that the patient wanted it done that way. But as I un- 
derstand it, according to the Code of Ethics of the 
American Osteopathic Association this year, the spe- 
cialist cannot ethically undertake such treatment, even 
at the patient’s insistence. He must get the permission 
of the referring doctor. Perhaps the general practi- 
tioner sends a patient to a specialist and says, “Dr. 
Jones, I want you to take care of this case as though 
the patient had come to you first. When you have fin- 
ished, send him back to me.” Unless that is the under- 
standing, it is my opinion as a general practitioner that 
the specialist should examine the patient as many times 
as necessary, or he should call the referring doctor and 
say, “I must see the patient another time, or hospitalize 
him for a few days for study, and then I will refer 
him back to you. If you can handle him, that’s fine.” 
If the specialist took that position it would solve many 
of the difficulties between the general practitioner and 
specialist. 

Dr. TitLey: You suggest that there be an under- 
standing as to the extent of consultation and adminis- 
tration of professional care, that it not be left entirely 
to chance? 

Dr. Fiore: I am suggesting not only understand- 
ing but working arrangements. Some specialists seem 
to think that if the case is serious enough to be referred 
to a specialist, the general practitioner should retire 
from the case entirely. I do not agree. 

Dr. Gotpste1n: I would like to ask Dr. Brasted 
how he would feel as a patient being handled in this 
way by this kind of agreement? Are you being handled 
fairly? What do you expect when your general practi- 
tioner sends you to a specialist? Do you expect the 
specialist to report directly to you and start treatment, 
or do you expect him to report to your physician, who 
will then report to you? 

Dr. Brastep: I am a free agent, but it disturbs 
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Before the patient is sent anywhere 
the referring doctor should 
have the permission of 
the patient and a thorough 
understanding with him as to the 


conditions of the referral 


me to hear on one hand how terribly overworked the 
physician is, and on the other hand how worried he is 
that maybe one patient will be so impressed with the 
physician to whom he has been referred that he will 
not come back to keep the referring doctor overworked. 

Dr. LinpBerG: What degree of possessiveness 
may a physician exercise on a patient? Are we not ac- 
cepting a thing as right which the patient does not 
accept ? 

Dr. SHeEets: The way referrals are made has 
much to do with it. Are we talking about consultation 
within a hospital practice or outside the hospital? 
Basically they are all consultations and should be han- 
dled in an ethical manner. If a general practitioner is 
to send a patient to me, I believe he should get in touch 
with me, asking that the patient be given an examina- 
tion, with diagnosis and recommendations. Or he 
should say, “I am sending you a patient for examina- 
tion, diagnosis, and recommendations, and I ask that 
you share in the responsibility of the care,” or, “I am 
sending you a patient; do what you can for him.” But 
before the patient is sent anywhere, the referring doc- 
tor or general practitioner should have the permission 
of the patient, and a thorough understanding with him 
as to the conditions of the referral. 

Dr. Tittey: Should the patient know what fees 
he will be expected to pay? 

Dr. SHEETS: Yes. 

Dr. Fiore: What effect does the referral to a spe- 
cialist have on the doctor-patient relationship? We 
general practitioners are trying to keep the relationship 
alive. But I have had occasion to refer patients to a 
gynecologist, who examined them, made a diagnosis, 
and treated them. The form of treatment was the type 
that I could have handled. He treated them for several 
months at a cost of $15.00 a visit for the same thing 
that I would have charged $5.00 for. It cost the patient 
a great deal of money, and I saw no necessity for it. 
In addition to that, the patients know me as the gen- 
eral practitioner who is their friend. I have delivered 
their babies and taken care of their fathers and mothers 
and the rest of the family. They have told me their 
family problems and personal secrets—some of these 
things are reflected in the conditions from which they 
are suffering. They will not tell all this to the special- 
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ist because they do not know him. I think such reasons 
make it important for the specialist to refer the patient 
back to the general practitioner, if the treatment is such 
that the physician can handle it. I see no reason why 
he should not do so. It is not a question of being over- 
worked. It is a question of the basic relationships. 

Dr. Tittey: I would like to ask Dr. Sheets a 
question. Suppose a patient is referred to you by a 
doctor who believes that the patient needs a particular 
diagnostic procedure or regimen of treatment. Suppose 
that for this patient you believe that such a plan is con- 
traindicated or useless. How would you handle that? 

Dr. SuHeeEts: I would like first to comment on Dr. 
Fiore’s last statements. If I were a general practitioner 
and some of the things happened to me that have hap- 
pened to him, the problem could easily be solved: I 
would not send the specialist any more patients. 

This problem of referring patients from the gen- 
eral practitioner to a specialist has been a big one, and 
difficult to solve, yet it should be quite simple. The spe- 
cialist and general practitioner should have a mutual 
respect for each other’s ability. They should be honest 
with each other. Each man is worthy of his hire ; each 
man should be paid in accordance with service ren- 
dered. That is a basic principle which, if followed, 
would solve many problems. 

I believe the specialist, after he sees a referred 
patient, is duty bound professionally and ethically, and 
in common courtesy, to tell the general practitioner his 
findings and his recommendations, and whether the pa- 
tient needs further examination and special treatment. 
If the general practitioner can handle the situation, cer- 
tainly it is his prerogative to say so. If the specialist is 
honest, he does not want to handle something that the 
other physician can care for. On the other hand, if the 
situation is such that the general practitioner cannot 
handle it, certainly he should be advised before the 
specialist begins the patient’s treatment. If the general 
practitioner can accomplish or contribute something, 
that is fine, but I will not let him interfere with my 
specialty. 

When fee-splitting was widespread, the specialist 
had to increase his fee in order to have any for him- 
self; therefore, the patient paid the freight. Fees are 
entirely different in our practice today. They have been 
moderated. We are charging less in many instances 
than we did before, and the general practitioner is 


| The specialist and general practitioner 
_ should have mutual respect for each other’s 


ability. Each man is worthy of his hire 


charging less too. We are not setting his fees, we are 
not collecting them for him, and he has to justify to the 
patient what he charges. If a general practitioner ren- 
ders a service to his patient during a surgical procedure 
and if he has been present at the operation, he is selling 
his time, but the fee must be realistic. It cannot be out 
of line, and the final judge is the patient because if the 
fee is too high he will not pay it. 

Dr. HENLEY: What are the obstacles in getting 
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that across and why do we hear so much grumbling 
around the country about this? 

Dr. SHEETS: There are two reasons: (1) The 
surgeon charges too much, which makes it difficult for 
the general practitioner to recover his fee, and (2) the 
general practitioner charges too much. In my practice, 
if we are to send a combined bill, my secretary will 
call the referring doctor and ask what his charge is. 
His fee is quoted and our fee is quoted. The bill indi- 
cates the doctors who participated in the hospital and 
postoperative care. It indicates the services rendered 
by each and the charges of each. The bill further indi- 
cates that the payments are to be made directly to the 
office of each doctor. That statement is sent to the pa- 
tient with a copy to the referring doctor. After that he 
bills for his own share and I collect my own. 

Dr. Fiore: I think that may be a fine method. But 
the crux of the whole thing is not so much the amount 
each one charges. The problem is: What happens to 
the money that is collected? Let us assume for pur- 
poses of discussion that a total bill of $300 is sub- 
mitted, $200 by the surgeon and $100 by the general 
practitioner who has assisted in the operation. The sur- 
geon completed the insurance forms, and the insurance 
company sends back a check for $250, which goes to 
the surgeon. The general practitioner has to try to col- 
lect his share. I think there should be some mechanism 
set up whereby the general practitioner can get his pro- 
portionate share of whatever money is collected. That 
would only be fair to both sides. 

Dr. Tittey: There are many angles to this prob- 
lem. The insurance companies tend to pay for the 
services of one physician only. 

Dr. Mutrorp: There are many angles to the in- 
surance field that need correcting, but we will not get 
them corrected until we can sit down and discuss our 
problems with the top echelon of the insurance com- 
panies. One of the biggest problems is the setting up 
of fee schedules which the companies will not exceed. 
These are often below the average fee that the surgeon 
gets on a private case. We have some spadework to 
do with the insurance companies before this problem 
will be solved. 

Dr. TirttEy: This problem I will direct to Mr. 
McKay: Suppose a referring doctor sends a case to a 
specialist and the result is not what it was expected to 
be. Both doctors in their own minds share some of the 
responsibility, but if the case comes to suit, what are 
the degrees of responsibility between the referring doc- 
tor and specialist who carried out the unsuccessful pro- 
cedures? 

Mr. McKay: All these problems depend on state 
laws and decisions rendered in particular states. You 
can get decisions almost contrary to each other. One 
reason is that actual legal principles differ in the states 
and in the areas. Another reason is that in a particular 
case where decisions are rendered, the facts in the case 
are different. The type of evidence offered as to con- 
trol or instructions or relationships of the doctor influ- 
ences the selection of the legal principle to be applied 
in the particular case. I don’t believe I could answer 
your question in any concise manner. The general law 
often stated is that the degree of responsibility depends 
on the continuance and extent of the physician-patient 
relationship. If the referring physician does not con- 
tinue on the case after actively participating at first, 
then for all practical purposes he is not responsible. If 
he does continue on the case or assists at surgery, then 
he is an active participating physician in the surgical 
procedure and is just as liable as the surgeon. So the 
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law is determined by the extent to which you continue 
the physician-patient relationship. If the referring phy- 
sician is involved only in preoperative and postopera- 
tive care and the negligence is connected solely with the 
surgical procedure, then it is my understanding that the 
referring doctor is not liable. He is duty bound to re- 
fer the patient to a reputable physician, and that is 
about as far as the law goes. It does not state that the 
second physician shall be certified or have other spe- 
cialty requirements, only that he be reputable and quali- 
fied as far as the referring doctor’s general knowledge 
is concerned. 

Dr. LinpBerG: Members of the public in my 
opinion will pay the bill of the doctor to the best of 
their ability and to the limit to which they feel that they 
have had value received. Often a patient will hesitate 
or refuse to pay when it has not been demonstrated to 
him that the bill from the referring doctor represents 
actual services to him. If you look over the hospital 
charts, you often find no evidence that the referring 
physician has rendered any service; he may have been 
there only for social visits, and yet render a bill equal 
to the one submitted by the surgeon. There is no ques- 
tion about the bill of the general practitioner who 
makes a diagnosis, who analyzes the case, does a sur- 
vey, makes the hospital arrangements, sees the patient 
in the hospital, and participates in the care of the 
patient. 

Dr. GoLDsTEIN: Perhaps we have come full circle 
in our remarks. We started out by asking: Why does 
the patient go to the specialist to begin with? If the pa- 
tient has a pain in the belly and recognizes that it may 
require surgical treatment, but goes to a general practi- 
tioner to have an examination. It may cost him $10, 
and then he will have the surgeon’s bill later, also. If 
he goes straight to the surgeon he may save himself 
$10, and this may be very important to him. Whether 
the patient is referred by the general practitioner or 
not, the specialist will usually submit him to another 
examination, so should there not be some arrangement 
by which the bill submitted by the general practitioner 
for services rendered can be credited to the patient so 
that he does not resort to this other device to save 
money ? 

Dr. Fiore: We have found specialists to be very 
cooperative. They usually ask us what to charge and 
their bills are usually in line with what we suggest. 

Dr. TittEy: I would like now to present another 
problem. Suppose a patient comes into the hospital, re- 
ferred to a specialist; it is a very serious matter; no 
progress is being made. Everyone is very anxious, yet 
the specialist seems to think he knows it all and is not 
willing to call in further consultation because he is a 
specialist. I would like those of you who are in spe- 
cialty practice to answer this: Do you or do you not 
believe that in such a situation the specialist should per- 
haps share the responsibility for patient care? Do you 
consult with each other as specialists ? 

Dr. Sueets: It is a very difficult thing to legislate 
professional integrity and honesty. Certainly if the 
specialist is honest professionally, he is the first one 
you want to have to help you on consultation. In my 
own experience I am criticized because I so frequently 
call in medical consultation. 

Dr. Tittey: All this adds to the cost of medical 
care. 

Dr. SHEETS: Cost doesn’t particularly enter into 
it when you have a critically ill patient. I find that 
when you start to cut corners on cost, the patient is the 
first to criticize you. If your patient does not get along 
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well and you tell him that you have done something to 
save him money, he will ask you, “Who said anything 
about money ?” 

Dr. Laurson: If the specialist is already a con- 
sultant on a case and wishes to call in additional con- 
sultation, he should keep the referring physician ad- 
vised and talk the matter over with him. 

Dr. MutFrorp: This is where a word should be 


One specialist should never call for 


said about the professional liability insurance angle. A 
doctor may have a suit filed against him that could be 
won in court if it were shown that he had called in 
consultants on the case, but having failed to do so he 
may lose out in court. The consultant might not change 
the course of the patient’s illness, but the very fact that 
additional consultation is called in places the specialist 
in a much better position as far as legal liability is con- 
cerned. 

Dr. Trttey: I would like to ask Dr. Lindberg a 
question now. We know that sometimes it is difficult 
to convince a specialist that a patient needs further 
consultation. How do you do that? 

Dr. LinpBerc: We have not had difficulty with 
a specialist calling another specialist from another field. 
The trouble is in persuading a specialist in one field to 
call in a specialist in the same field. For example, 
many times the surgeon calls in an internist—perhaps 
more frequently than is necessary, for as I have said 
before, God pity the day when the surgeon cannot take 
care of his own surgical complications. It is unfortu- 
nate that surgeons are not skilled enough to handle 
fluid and electrolyte balance without calling in an in- 
ternist. But one of our biggest difficulties is in getting 
the surgical specialist to call in another surgeon. 

Dr. TitLtey: Have you developed any mechanism 
for overcoming this difficulty? 

Dr. LrnpBerG: This is my basic philosophy : When 
the chips are down, I believe as a group the osteopathic 
physicians will do what they think is best for their 
patients. If they are really educated to the point 
that they realize another doctor has something spe- 
cial to add to the management of the patient, you 
will not have much difficulty in getting them to call 
on such aid. I think it is primarily a matter of educa- 
tion. From. the standpoint of hospital administration, 
we have to have certain rules and regulations. If the 
problems become significant enough that it is necessary 
for the best interests of that hospital, a rule will be 
made to handle the problem. One of the best ways to 
control this whole matter is by mortality rate reviews 
and case reviews. 

Dr. Tittey: I shall direct this next question to 
the specialty group again. What should be the attitude 
of the consultant who is called in to help with the care 
of another specialist’s case which may show some evi- 
dence of neglect? How do you handle that? 
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The patient’s life is a dear 


thing, and everything should be 
directed to its preservation 
and to the ultimate restoration of 
health to that patient, 
irrespective of cost and the 


number of doctors involved 


Dr. SHEETS: The consultant should be honest and 
cooperative. He should not talk too much. He should 
not openly criticize the first specialist. He should do 
what he can honestly to help the patient. Many times 
we are called into an operating room to help a younger 
surgeon out when he is in difficulty, and many times 
the patient does not know this. I am never concerned 
about a fee in these cases; you are on a team and you 
are helping the patient. Certainly no gossip should be 
carried out of that room such as that the surgeon did 
not know what he was doing and that you had to go 
in and help him out. The patient’s life is a dear thing, 
and everything. should be directed to its preservation 
and to the ultimate restoration of health to that patient, 
irrespective of cost and the number of doctors in- 
volved. But the specialist should never call for con- 
sultation with another specialist unless he has con- 
sulted first with the referring general practitioner. 


Physician’s relationships to the hospital 
and hospital staff 


Dr. Tittey: Dr. Sheets has just pointed out that 
at all times and in all cases the patient should be the 
center of attention. To what extent is the specialist 
responsible for making a complete and independent 
diagnosis of the referred patient’s problem? 

Dr. Laurson : The old premise that one can never 
make a diagnosis on the other man’s findings holds 
good. A specialist who is called in for diagnosis and 
recommendations cannot do an adequate job unless he 
makes a complete examination and takes a complete 
history to arrive at his conclusions. 

Dr. Tittey: Is that a hospital rule? 

Dr. Laurson: I think it is a general rule in all 
hospitals. 

Dr. TiLLey: In a hospital setting there are various 
groups of specialists and nonspecialists. In many hos- 
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pitals the general practitioner takes part in patient care, 
so I don’t know that we need to separate the responsi- 
bilities of the general practitioner and specialist on the 
staff. But how far should a hospital permit a general 
practitioner to participate in patient care? 

Dr. LinpBerG: Hospitals approved for intern and 
residency training have certain rules in the various de- 
partments. Those rules have been designed to produce 
the greatest good for the greatest number and avoid 
injustices. It is my personal belief that a physician 
in a hospital practice should be permitted those privi- 
leges that he can demonstrate he has the skill and 
ability to carry out. Hospitals have the obligation of 
seeing that every patient who enters their doors gets 
the best care that that hospital team can render. The 
standards should be based on no less than the care you 
would want for your family or yourself. On that 
basis each physician member of a hospital staff should 
have privileges in keeping with his qualifications. This 
is decided by the staff Credentials Committee or Ex- 
ecutive Committee, and ultimately by the governing 
board of the hospital. 

Dr. TILLey: So you believe that the practices and 
privileges of each member of the staff should be clearly 
defined so that the hospital administration has a specific 
guide for what every member is permitted to do? 

Dr. LinpBerG: They must be. It is a job that hos- 
pitals have to do all the time, to keep those privileges 
and relationships fairly objective, not subjective. They 
have to be spelled out for safety to the patient. 

Dr. Fiore: I assume Dr. Lindberg implies that 
the general practitioner should be included in this pro- 
gram of active treatment of the patient. Is that right? 

Dr. LinpBerG: If he wants to be and if he has 
the ability. 

Dr. Fiore: I don’t think a general practitioner 
should be allowed to do anything he is not capable of 
doing, but neither should hospital rules be so stringent 
that the general practitioner referring the patient to 
the hospital loses all contact with that patient and can 
do nothing but visit him socially. He should have an 
active part in the care and should be permitted to treat 
or recommend treatment in the event the patient is on 
the service of a specialist. And he should be permitted 
to put the patient on his own service, without a special- 
ist, if it is a problem that he can handle. 

Dr. Tittey: I would like to introduce another 
problem. How can a hospital know whether a certified 
specialist on its staff is keeping abreast of things? 
There is a tremendous interest in the ability or lack 
of ability of the general practitioner, but how do you 
determine the capability and the continued capability 
of the specialist ? 

Dr. LinpBerG: The capabilities of every man on 
the hospital staff have to be reviewed and observed ; 
that is one of the major functions of the staff. They 
must discipline and control their own activities. 

Dr. TILLEY: We all know the rate of develop- 
ment of information and knowledge in our own fields. 
Should a specialist be required to go away every year 
or so for refresher courses? How is that arranged? 
How do you make sure that your team of specialists 
is keeping up? 

Dr. Laurson: I don’t have an answer to that 
question, but a review of mortality rates is a good 
guide. I do not believe that going away to audit certain 
courses for a certain number of hours is the answer 
either. I think the answer lies in continued demon- 
strated ability. 

Dr. GotpsteIn: According to our laws, once a 
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physician is licensed he is always licensed to practice 
until something very unusual happens. Should there 
pe some type of system whereby not only the physician 
put any professional person should be examined peri- 
odically, so he can find out for himself where he is 
falling down and how he could help himself? In a 
discussion I recently sat in on, an official of a profes- 
sional organization said, “We examine our own group 
every 10 years to determine capability of the mem- 
bers.” If there is any way that we could evaluate our- 
selves as individuals periodically it would be good. 
Dr. LinpBerG: One of the fine things the Asso- 
ciation’s colleges could do for the profession and for 


the hospitals would be to devise a series of check-off 


lists and tests. The hospitals might give one of these 
to each of its staff men once a year, and their rating 
for the following year would depend on their grade in 
the examination. 

Dr. TiLLey: The average doctor in a teaching hos- 
pital is certainly under obligation to keep up, particu- 
larly if he is in a program that trains residents and 
interns. 

Dr. Laurson: One thing that is being done is an- 
nual re-election to the staff. For this each staff member 
lists his qualifications, postgraduate work, publications, 
and so forth. This allows the individual staff man to 
analyze his own short-comings. 

Dr. SHEETS: This is a problem that concerns 
chiefly the small hospital where the surgeon has no 
other surgically trained person with him. In the larger 
institutions where there are many specialists, these 
problems are discussed informally around the lunch 
table or during staff meetings or in the corridors. If we 
as surgeons take some special training in treatment of 
cancer, we don’t hold it out as a professional secret. 
It is discussed generally, and pretty soon others on the 
staff will be using the knowledge. It is in the smaller 
institution where the man is by himself, doing all kinds 
of work, that the surgeon should be brought up to date 
on advances in surgical and medical therapeutic pro- 
cedures. 

Dr. GoLpsteIN: The problem is not restricted to 
hospital staffs. For instance, what about Dr. Jones 
who practices in Griffin Junction? He is a conscien- 
tious physician. He is busy. He keeps up with a cer- 
tain amount of scientific literature and he has contact 
with the detail men. The question is: How much should 
he know about cardiology? What happened last year 
that he did not find in the journals he looked through? 
Is there some standard he could refer to that would 
tell him he is falling behind, and indicate some source 
of information that he should have? 

Dr. Fiore: The American College of General 
Practitioners has made great strides in solving the 
problem Dr. Goldstein brought up. To maintain mem- 
bership in that College, each member must each year 
present evidence of 50 hours of postgraduate work. 

Dr. Tittey: That is a very challenging require- 
ment. 


Physician’s relations to insurance 
organizations 


Dr. TiLtey: Insurance is a very difficult problem 
that all of us run into. The patient comes to the hospital 
believing that he is completely insured and discovers .to 
his horror that the insuran~e only partially cove~s his 
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problem. Perhaps he has been oversold—patients are 
seriously oversold on much of the insurance they buy. 
It is a problem for the patient and the doctor, and the 
relationships between the physician and the insurance 
company become very much disturbed at times. 

_ Dr. Mucrorp: There are many angles to this. The 
primary problem is that the patient is sold a policy 
by an insurance agent and does not know what he has 
bought. Some policies have so many restrictions that 
the patient gets very little benefit. For instance, on the ~ 
average accident and health insurance policy, there is 
generally a period of elimination before the policy be- 
comes effective. That period may be from 7 to 30 days, 
and the cost of the policy generally is in direct propor- 
tion to the number of days of elimination. Another 
problem concerns the total and partial disability clauses 
in the policy. Many policies state that tn be totally 
disabled the patient must be confined to his home or to 
bed. But often a patient who is totally disabled for 
carrying out his regular duties is perfectly able to come 
to the doctor’s office for a visit. Yet under the insur- 
ance policy that patient is not covered. Sometimes a 
patient buys a policy under the impression that it will 
cover the entire fee charged by the doctor, and finds 
that the policy covers a visit or a house call but not the 
other costs in the doctor’s fee. 

Dr. Tittey: Who will do the analyzing of these 
policies? Should the doctor do it or should the hos- 
pital do it? How can we help the patient to understand 
his policy? 

_ Mutrorp: When patients come in who have 
insurance coverage, I ask them to bring their policies 
and I review with them just exactly what the policy 
says. If it is adequate for their situation, that is fine, 
but if they thought they had more coverage than they 
have, I suggest to them that they cancel the policy and 
get a reliable insurance company’s representative to 
come in and suggest a plan covering what they should 
have. Then I analyze that policy. It takes time but it 
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is part of the patient-doctor relationship that is so im- 
portant. 1 don’t know how it is handled in hospitals. 

Dr. GoipstEIN: I wonder if we as a profession, 
and the American Osteopathic Association as the rep- 
resentative of our profession, could not do a service 
to ourselves and the public in general by an analysis of 
insurance plans. Would this fill a need that is not being 
met by any other organization in this area at the 
present time? 

Dr. Mutrorp: Having had some experience in 
professional liability, I can assure you that our com- 
mittee has analyzed and evaluated the insurance com- 
panies. This takes a tremendous amount of correspon- 
dence. When you get into accident and sickness 
insurance, there are so many companies and so many 
varieties of policies that it would be almost impossible 
to evaluate them. The old-line companies selling poli- 
cies on accident and sickness are generally pretty re- 
liable in what they will pay and in the total benefits 
of the policy. One way that you can evaluate an insur- 
ance policy is to look at the medical form which they 
send to the doctor. Some have as many as fifty ques- 
tions to be answered, and you must be careful in an- 
swering them or you will contradict yourself. If there 
are only six or seven questions and if both medical and 
surgical reports are on the same side, those are the 
companies that pay claims with the least amount of 
fuss. 

Dr. LinpBerG: May I say one word in defense 
of insurance companies? There is subterfuge in the 
claims of both the patient and the doctor. We are con- 
stantly asked to alter our records for the patient who 
is going to make a claim on the insurance company. I 
think the insurance companies have an angle too. 

Dr. Tittey: We must have better cooperation 
with the insurance companies, that is evident. 


Physician’s relations to education 


Dr. TrLtey: We all recognize that most of our 
problems have to do with common sense, kind feelings, 
good manners, and education. These should influence 
the relationships that develop between us in our ca- 
pacity as doctors and as members of the community 


Disease “fashions” 


> Laboratory practices reflect the current “fashion” of 
prevailing disease. Today, blood is being fractionated 
and the characteristics of these fractions are being de- 
termined by many new methods: spectroscopy, electro- 
phoresis, and paper chromatography. A whole new ar- 
mamentarium of disease detection is slowly but steadily 
being developed. 

During the early decades of the 20th century when 
such diseases as smallpox, malaria, diphtheria, pneumonia, 
typhoid fever, tuberculosis, dysentery, and the com- 
municable diseases of childhood were the primary threat 
to life, laboratory practices reflected the logistical impor- 
tance of these diseases. 
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and with agencies such as insurance companies and 
government groups. All these relationships are con- 
cerned with understanding. At what level do you think 
the modern young man should have these problems in- 
troduced to him? Should it be at the high school or 
college level ? 

Dr. Brastep: The individual physician can be 
helpful in guiding the thought of a high school student 
into vocational lines. But it is not sufficient for the 
physician to sit back and wait ; he must take a personal 
responsibility in trying to sell his profession to young 
men and women, beginning at the high school age and 
trying to influence them then. Unless every practicing 
physician makes it his personal responsibility, you will - 
not get a fair share of young men and women of talent 
going into your profession. 

Dr. Hentey: I feel optimistic about the future, 
even though we are facing competition from many 
fields that can offer things that we cannot. The young 
man who is motivated by wanting to make money will 
be deflected from our profession, so that the ones who 
come to us will be the ones who want to take care of 
sick people. We have never had as fine a group as 
we have this year. In our incoming freshman class 
there will be twenty-six sons, nephews, or brothers of 
osteopathic physicians. That was not always true. The 
value of this cannot be measured, for here is a group 
of students who have been constantly exposed to oste- 
opathy during their formative years. They will form 
a nucleus in their class. 

The osteopathic profession recognizes that it can- 
not rise above the level of its colleges and that the life 
blood of the profession is found in those colleges. But 
the colleges cannot stand still; they must go forward. 

The No. 1 problem for every osteopathic physician 
is the care of the patient. The No. 2 problem is the 
osteopathic educational program and the financing of 
the program. Many of the difficulties of osteopathic 
education could be solved with more money. We must 
advance not only the standards of our profession but 
also the number of osteopathic physicians and surgeons, 
to meet the increased public health demands in America. 

Dr. TrLLey: This concludes our panel discussion. 
I want to thank the panel members for their real con- 
tribution to better understanding in these difficult areas 
of professional relationships. 


and the laboratory 


When mass chest X-ray programs were first intro- 
duced, the demands for the services of private radiolo- 
gists increased because of the many new cases of treat- 
able tuberculosis that were found. I am confident that 
this phenomenon will be repeated when adequate methods 
and facilities are developed and put into widespread use 
to insure the early detection of unsuspected cancer, dia- 
betes, heart disease, and arthritis. In fact it seems that 
the importance and stature of clinical pathologists will 
rise in direct proportion to the expansion in the number 
of laboratory tests that are done on apparently well per- 
sons for the purpose of identifying asymptomatic dis- 
eases.—Albert L. Chapman, Public Health Reports, De- 
cember 1958. 
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7)... THE PAST few years a very useful, 
simple office procedure for estimating estrogen activity 
in the female has become available. This procedure has 
generally been referred to as the fern test, which most 
physicians think of as being only a test for the diagnosis 
of pregnancy, and a not too reliable test at that. The 
purpose of this paper is to acquaint physicians with 
the manner in which this test may be applied in evaluat- 
ing and treating patients who present various gyne- 
cologic problems. 

The phenomenon of cervical mucus crystallization 
or arborization was first observed and reported by 
Papanicoloau in 1946.1 Other investigators”* amplified 
this original observation and stated that the crystalliza- 
tion of cervical mucus is dependent upon its sodium 
chloride content, which in turn varies with the estrogen 
blood level. In 1951 Campos da Paz,* in his report on 
cervical hostility to spermmigration, called attention to 
the similarity of the mucus crystallization pattern to 
that of a palm or fern frond. A year later, Roland? 
described how the presence or absence of the fern pat- 
tern in the cervical mucus might serve as a test for 
early pregnancy. Thus the fern test for pregnancy 
came into being. Few physicians, however, are aware 
that this test is now being used to good advantage as a 
diagnostic procedure in conditions other than preg- 
nancy. 

As previously stated, the mucus arborization is a 
function of the sodium chloride content ; as might there- 
fore be suspected, cervical mucus is not the only body 
fluid to exhibit a fern pattern.* However, unlike other 
body fluids, the cervical mucus sodium chloride content 
is related to estrogen levels, and therefore only cervical 
mucus gives dependable estimates of estrogen-pro- 
gesterone activity. It has been shown that the sodium 
chloride content of cervical mucus is highest during 
periods of estrogen stimulation and lowest in the pro- 
gestational phase. This would indicate that the fern 
pattern should be present during periods of relatively 
high estrogen activity and absent during periods of high 
progesterone production ; such is actually the case. 

For example, the cervical mucus of a woman with 
a normal 28-day ovulatory cycle will exhibit a positive 
fern pattern in varying degrees between about the sev- 
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enth to the twenty-second days of the cycle and a nega- 
tive or cellular pattern at other times.’ A woman with 
an anovulatory cycle will present a positive fern pattern 
from the end of menses to the onset of the next mens- 
trual flow.® A positive fern pattern will usually appear 
in a menopausal woman only after estrogen is adminis- 
tered.” A pregnant female will normally have a nega- 
tive fern test throughout pregnancy. It is important to 
realize that all the applications of the cervical mucus 
crystallization test are based upon one of these four 
statements. 


Uses of test 


_ The cervical mucus crystallization test is useful in 
diagnosis and treatment as follows: (1) establishing 
early the presence of pregnancy; (2) predicting the 
likelihood of abortion which may result from placental 
insufficiency ; (3) investigating the cause of primary 
and secondary amenorrhea ; (4) evaluating menopausal 
symptoms; (5) estimating ovarian activity in gyne- 
cologic disorders ; and (6) investigating sterility prob- 
lems. Each of these should be considered individually. 

1. The presence or absence of pregnancy may be 
determined early by using the test as follows: As- 
sume that a woman of reproductive age with a normal 
menstrual history states that her menstrual period is 2 
weeks overdue and asks the physician to determine 
whether or not she is pregnant. If the fern test is posi- 
tive, she can be told that the possibility of pregnancy is 
remote.® If the fern test is negative, pregnancy is a 
possibility. In this case, a more definite diagnosis can 
be made by repeating the test 72 hours after the ad- 
ministration of 15 mg. of estrogen. If there is no fern 
pattern present on this second examination, a pre- 
sumptive diagnosis of pregnancy is justified. - 

2. A woman in the first trimester of pregnancy, 
whose previous pregnancies have ended in abortion, 
but who is anxious to carry her present pregnancy to 
full term can have her chances of doing so increased if 
her physician will perform repeated fern tests to check 
for adequate placental progesterone production. As 
the progesterone level falls and the pregnancy is endan- 
gered the test becomes positive, indicating the need for 
the administration of progesterone to maintain the 
pregnancy.®?° 

3. Primary or secondary amenorrhea presents a 
twofold problem: the cause must be determined and a 
rational treatment established. In conjunction with an 
adequate history and physical examination, the infor- 
mation derived from repeated cervical mucus examina- 
tions will indicate where the fault lies and what therapy 
should be instituted. Repeated examination of the cer- 
vical mucus is more practical than the more expensive 
and complicated laboratory tests commonly employed 
to estimate pituitary gonadotropin production and 
ovarian response. In amenorrheic states the physician 
should decide whether the fault lies in a failure of the 
pituitary to stimulate ovarian activity or a failure of 
the ovaries to respond to stimulation. Only after this 
decision has been reached can appropriate treatment be 
started. 

4. Before treating the menopausal woman com- 
plaining of hot flashes, nervousness, depression, or 
other symptoms which may or may not result from 
decreased ovarian function, the physician should make 
an effort to determine the estrogen level. If it is evi- 
dent that an estrogen deficiency does not exist, the 
symptoms are probably psychogenic and it is improb- 
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Fig. |. A negative cervical mucus fern test 
as seen through the scanning objective. Note 
abundance of endocervical cells and ab- 
sence of crystallization. 


seen through the 
Graded one plus. 


able that any good will result from administration of 
estrogen. In such cases the information derived from 
the fern test is most valuable. 

5. Before attempting to treat such gynecologic dis- 
orders as functional uterine bleeding, dysmenorrhea, 
mastodynia, leukorrhea, or cervicitis, the physician 
should attempt to estimate the patient’s relative estro- 
gen and progesterone levels, since the same complaint 
may be caused by an excess or deficiency of either 
hormone. It is easy to see the folly of giving a patient 
estrogen when she is already in a hyperestrogenic state 
and is actually in need of progesterone. The fern test 
can be used in such cases both to establish the diagnosis 
and to determine the appropriate therapy. 

6. Most of the articles which have recently ap- 
peared on the fern test concern its application in the 
investigation of female sterility problems. The scope 
of this paper will not permit a full presentation of this 
subject. It may suffice to say that the physician who 
attempts to diagnose and treat sterility needs all the 
help that can be derived from the various diagnostic 
procedures at his disposal. Among the more important 
ones are the recording of the basal temperature to de- 
tect the occurrence of ovulation ; hysterosalpingography 
to determine tubal patency; endometrial biopsy to ob- 
serve the response of the endometrium to cyclic hor- 
monal stimulation ; the postcoital Sims test to evaluate 
spermmigration and cervical mucus hostility; and the 
fern test to indicate preovulatory estrogen level, the 
time of ovulation, and whether or not the subsequent 


Fig. 2. A slightly positive fern pattern as 
low - power 


Fig. 3. A more positive pattern as seen 
through low-power objective. Graded two 
plus. Note presence of spermatozoa and 
absence of endocervical cells. 


objective. 


progesterone level is adequate to maintain pregnancy." 
These tests will enable the serious investigator to pin- 
point the cause of the sterility and to direct adequate 
therapy toward its correction. Since the cervical ar- 
borization test is quick and easy to perform and inex- 
pensive to use, its inclusion along with other procedures 
is strongly recommended. 


Method of performing test 


From the foregoing presentation, it would seem 
that this diagnostic test is well worth the small amount 
of time and effort consumed in performing it. We 
have found that the most efficient way to examine the 
cervical mucus is as follows: 

1. Expose the cervix using an unlubricated spec- 
ulum. 

2. Wipe excess secretions from the cervical os 
with a cotton pledget. 

3. Place a cotton-tipped applicator in the os and 
rotate it. Notice should be taken of the quantity, co- 
hesiveness, and degree of opacity or translucency of 
the mucus, since under estrogen stimulation the mucus 
is abundant, thin, and crystal clear. 

4. Spread the collected mucus on a dry slide by 
rolling the cotton applicator over the slide surface. 

5. Immediately dry the slide with dry heat. 

6. Examine the slide under the microscope using 
the low-power objective. 

In order that uniformly valid results may be ob- 


Fig. 4 (left). A still more positive pattern 
as seen through the high-power objective. 
Graded three plus. - 


Fig. 5 (right). The most positive pattern 
found as seen through the scanning objec- 
tive. Graded four plus. 
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tained, a few precautions should be taken, (1) The 
slide should be washed in distilled water before using 
it so that the salt content of the tap water used will not 
affect the degree of arborization. (2) The slide must 
be dried by dry heat since high humidity will alter the 
arborization pattern. (3) Only mucus from the uterine 
cervix can be used for the test. The arborization seen 
in nasal, vaginal, or oral secretion is not significantly 
related to estrogen-progesterone activity and is there- 
fore an unreliable index of ovarian function. (4) The 
degree of arborization is graded and reported as being 
from one plus to four plus, while the absence of ar- 
borization is reported as showing a negative or cellular 
pattern. 

The accompanying microphotographs (Figs. 1 
through 5) illustrate the typical patterns seen and the 
grading given. In addition to observing the pattern 
present, notice should be taken of the quantity of ar- 
borization on the slide. 

There is every reason to believe that with a little 
experience the average physician can perform the fern 
test, obtain valid results, and make a correct interpre- 
tation of his findings. The information thus obtained 
can be used to benefit the patient being studied or 
treated. 


Summary 


A test for estimating estrogen level in the female, 
which is popularly called the fern test, has been dis- 
cussed. The usefulness of this test in the diagnosis and 
treatment of various gynecologic conditions makes it 
valuable to the general practitioner and specialist alike. 
The method used to perform the test and some precau- 
tions that should be observed to assure that the results 
obtained will be valid have been described. 
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Partial membranous 


occlusion of the 


ANORECTAL 
junction* 


WILLIAM S. SPAETH, D.O., M.Sc. (Ped.), F.A.C.O.P. 


Drexel Hill, Pennsylvania 


oa I HAVE frequently recorded the 

same complaint from mothers bringing infants for the 
first check-up: “TI notice that every time my baby starts 
to have a bowel movement, he draws up his legs, 
strains, turns red in the face, and cries as though in 
pain.” Further questioning brings out a history’ of 
colic, constipation, and occasional blood in the stool or 
on the diaper. It has seemed important to determine 
just how frequently this syndrome may occur in prac- 
tice and go unrecognized, since the condition is often 
treated as colic, gastroenteritis, or allergy. My purpose 
is to draw attention to the existence of this syndrome 
and its cause and treatment. 
In reporting the results of my study I have used 

the term “partial occlusion” to describe membranous 
stenosis, and the term “stenosis” to describe other 
types of stricture or unusual narrowing of the anorectal 
canal. Stricture is an abnormal narrowing of canal, 
duct, or passage, either from cicatricial contraction or 
the deposit of abnormal tissue. Atresia is the narrow- 
ing or stricture of a duct or canal. Atresia of the anus 
and rectum or both is considered here as a gross con- 
genital anomaly where the canal has a mere probe 
opening or none at all, and resembles a cord. An en- 
tirely new study with the use of the anoscope may help 
in differential diagnosis between incomplete solution of 
the anal plate, with stenosis due to abnormal develop- 
ment of the proctodeum at the anorectal junction, and 
the spindle-type anal canal due to imperfect develop- 
ment of the bulbus analis and bulbus terminalis. 


Embryonic development 


Congenital anomalies of the anus and rectum hap- 
pen about once in 5,000 births. The physician should 
be alert to the possibility, and make routine examination 
of the anus and rectum in the newborn infant. 

In the 7.5 mm. embryo (5 weeks), the tubular’ 
allantoic duct after expanding to form the bladder re- 
ceives the wolffian ducts and continues forward as the 
urogenital sinus. This has a close communication with 
the hind gut posteriorly. Thus, there is a common 
cavity for both the urogenital and intestinal tracts, 
called the cloaca. This cavity is closed off from the 


*This paper was submitted to the faculty of Philadelphia College of 
Osteopathy in partial fulfillment of the requirements for the degree of 
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external body by a cloacal membrane. The intestinal 
duct extends beyond the cloaca into the tail, forming 
the tail gut. On either side of the cloaca is a longitudi- 
nal external groove with a corresponding internal ridge. 
Along this ridge, the genitourinary tract becomes sep- 
arated from the intestines by cleavage. 

At the 9 mm. stage, a mesoderm saddle grows 
down between the urogenital sinus and intestines, re- 
ducing the opening between the two systems to a small 
passage called the cloacal duct. This process of separa- 
tion continues until completed by the 16 mm. stage or 
the seventh week. Late in the seventh week, the 
perineum is formed by a division of the cloacal mem- 
branes into urogenital membranes anteriorly and anal 
membranes posteriorly. By the end of the seventh 
week, the urogenital tract has acquired an external 


opening. The anal tract remains closed until later. A. 


small dimpling of the anal pit forms the proctodeum. 
This invagination continues until the proctodeum and 
hind gut meet and fuse, the lumina becoming joined by 
rupture of the anorectal membrane. This rupturing 
takes place when the embryo is 30 mm. long, at about 
the eighth week. 

A study of embryology shows why many of the 
rectal and anal malformations are said to represent ab- 
normalities or arrested development occurring in the 
seventh and eighth weeks of embryonic life. The failure 
of the cloacal duct to complete its closure at the end 
of the seventh week would result in a rectovesical or 
rectourethral fistula. The partial membranous occlusion 
or stenosis considered in this study may occur at a 
level of 1 to 4 cm. above the anus. Such a partial occlu- 
sion results from an incomplete absorption of the rup- 
tured anal membrane at the eighth fetal week. The 
opening formed varies in size from 1 to 3 mm., and 
the position may be central or lateral. 

A distinction should be made here between mem- 
branous stenosis and mural stenosis.‘ The mural steno- 
sis is not membranous, but results from faulty develop- 
ment of the proctodeum. This deformity is usually 
diagnosed as a tight sphincter. There is another type of 
mural stenosis, the result of an incomplete congenital 
development of the bulbur analis or bulbus terminalis. 
This deformity resembles a narrow tube or spindlelike 
formation of the anal canal. 


Clinical study 


The cases studied were both clinical and private. 
The full-term, newborn infants were examined in the 
nurseries at the 48th Street and 20th Street Hospitals 
of the Philadelphia College of Osteopathy. Additional 
statistics were obtained from routine examinations per- 
formed by the residents in cases not attended by pedia- 
tricians. The residents had been previously instructed 
in digital anal examination and diagnosis of anal occlu- 
sion. Certain cases seen in the hospital were followed 
up in my office, and the results and need for further 
treatment evaluated. 

All examinations were performed within 24 hours 
after birth. A finger cot over the small finger, well 
lubricated with vaseline, was slowly inserted into the 
anus. The findings were charted according to the fol- 
lowing code: 

1. Patent anus (when no stenosis or partial occlu- 
sion was found) 

2. Fringe-like membrane 

3. Anal plate with small opening 

4. Stenosis with or without membrane 

5. Other congenital anomalies 
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Partial occlusion of the 
anorectal junction, which often 
is unrecognized in the newborn, may 
lead to serious intestinal disease 


in childhood and adolescence 


There were 231 newborn infants in the series. Of 
these, 162 (59.3 per cent) had a patent anus; 25 (10.8 
per cent) showed partial membranous occlusion, with 
fringe-like membranes in 4 cases. Forty-four cases (19 
per cent) showed a short narrowing of the anal canal 
which on digital examination felt like a tight sphincter 
but should be classified as partial stenosis of the anorec- 
tal junction. The imperfection was an area of stricture 
about % inch in length, like a tight band rather than 
the narrow tubelike or spindlelike defect of bulbus 
analis and bulbus terminalis. The stenosis was classi- 
fied as very tight in 14 cases, but in all cases the passage 
of the small finger was possible after the second or 
third attempt at dilatation of the anus. Therefore, I 
have classified them as partial stenosis resulting from 
imperfect embryologic formation of the proctodeum. 
Bacon? classifies this type of defect as mural stenosis 
of the anus. 

No gross anomalies were found in any of the cases 
examined, such as absence or abnormal location of the 
anus, absent or imperforate rectum, or the various 
types of rectal fistulas. 

During the average 5-day stay in the hospital, the 
following observations were noted: 

1. The infant usually passed its first stool follow- 
ing dilatation. 

2. We were unable to determine whether there 
were symptoms of pain or crying on defecation there- 
after. However, there was crying and discomfort on 
digital examination of infants with abnormalities. 

3. Bleeding did occur in the very tightly stenosed 
cases at the first, second, and in a few instances the 
third dilatation. 

4. The bleeding was slight and stopped without 
special treatment. 

5. Bleeding at stool, other than at the time of dila- 
tation, was rare and consisted of spotting only. 

6. The number of times dilatation of the anus was 
necessary to establish a free anal canal depended on 
the degree of stenosis; the greater the obstruction, the 
greater the number of dilatations necessary. Therefore, 
treatment became somewhat individualized. The fringe 
type of obstruction usually required about three dilata- 
tions. 

The series of patients examined in this study in- 
cluded a premature infant called to my attention be- 
cause of possible stenosis of the rectum or anus. In 
this case the opening was so small that it was necessary 
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for treatment to be administered by the attending nurse, 
since her examining finger was not more than half as 
large as mine. The treatment was carried out with no 
bleeding and no subsequent complications. 

During this study it became obvious to me that 
gentle digital examination should be made of every 
newborn infant in the first 24 hours of life. When 
partial occlusion or stenosis condition is undiagnosed 
because of lack of routine anal and rectal examination, 
it results in needless suffering from pain, colic, and 
abdominal distention. The treatment is simple, requir- 
ing no more than a rubber-cot-covered finger and 
vaseline. 

The tightly stenosed anus requires gentle insertion 
of the small finger tip into the anus. Force is not need- 
ed,® for each time the infant takes a breath and cries, 


the finger tip is drawn into the anus. The finger must. 


be inserted as far as the first knuckle without tearing 
the tissue. Some bleeding will occur but it does not 
come from tearing the anal plate, which is usually 
bloodless, but from the basal junction of the plate with 
the mucous membrane lining of the anus and rectum.* 
I have not found it necessary to pack the anus to stop 
the bleeding. 

I show the mother how to dilate the baby’s anus, 
instructing her to do this twice daily, as babies usually 
have two to three soft stools a day. 

Dilatation of the stricture, plus the lubrication 
used, helps to ease the stool out and prevent tearing the 
mucous membrane. The moderately tight anorectal oc- 
clusion usually admits the finger to the first knuckle, 
the first time without bleeding. On the third or fourth 
dilatation, the entire length of the little finger can be 
inserted, completing the examination. The number of 
times dilatation must be done to dilate the stenosis 
completely and permanently depends on the degree of 
stricture. In the mild partially occluded case where only 
a fringe of the plate is found, the finger can usually be 
inserted to its full length on the first examination. This 
can be done without a feeling of excessive stretching of 
the tissues. Usually three dilatations are sufficient to 
correct this condition. 

The prognosis is excellent in cases of anorectal 
occlusion that are recognized early and treated in the 
manner described above. Unrecognized cases, however, 
usually become cases of colic, constipation, anorectal 
disease, and various intestinal conditions, during child- 
hood and adolescence.> In a summary of findings in 
179 consecutive proctologic cases in children, Mentzer® 
reported that constipation was the most frequent symp- 
tom in 18 of the 47 cases of fissure, 4 of 12 cases of 
abscess-fistula, and 5 or 12 cases of prolapse or proci- 
dentia. Mentzer concluded that the initial cause of 
anorectal disease is the trauma resulting from either 
the mechanical abrasion produced by the difficult pas- 
sage of a hard stool or the burning effect of a highly 
acid diarrheal stool. Through these abrasions, infec- 
tion gains entrance to the deeper perineal tissue. 

In untreated cases of moderately tight anus, con- 
stipation appears as soon as the stool becomes semi- 
solid, when the infant is from 2 weeks to 2 months 
old. The signs are crying and straining at stool, ribbon- 
like or blood-stained stools, colic, and abdominal disten- 
tion. 

Occlusion by a fringe-like membrane is infre- 
quently found; in our series there were 4 cases among 
the 231 studied. Provided the fringe is not accompanied 
by mural stenosis, it may be completely disposed of by 
the first digital examination, and it does not recur or 
form scar tissue.* 


Vor. 58, JuNE 1959 


Review of literature 


A review of the literature in search of references 
to partial membranous occlusion of the anal canal 
showed that although most writers mention its exist- 
ence, their discussions are more concerned with the 
operative types of congenital malformations. 

Bacon? discusses this syndrome, pointing out that 
partial membranous occlusion of the anus usually oc- 
curs at the anorectal line but may occur in any portion 
of the anal canal. When the anorectal membrane fails 
to rupture and become absorbed, a complete anal occlu- 
sion occurs. This is observed by the nurse who informs 
the physician of the absence of a stool in the first 24 
hours. On digital examination, a soft, bulging, elastic 
membrane is felt. On anoscopic examination a dark 
gray, bulging membrane is seen occluding the canal. The 
infant presents symptoms of irritability, restlessness, 
crying, and straining in an attempt to defecate. On 
digital examination the physician can, at times, easily 
rupture this anorectal membrane with light pressure of 
the finger. The fusion of the entodermal mucosa of 
the rectum and the ectodermal skin of the anal dimple 
which forms the proctodeum is at times thick, fibrous, 
and resistant to digital penetration. When this occurs, 
surgical incision and trimming of edges, followed by 
— dilatation, are necessary to maintain a patulous 
canal. 

The symptoms of partial membranous occlusion 
depend on the size of the opening in the anal plate; 
where the opening is small the infant passes slight 
amounts of meconium or ribbon-like* stools which may 
be mucoid and blood tinged. Grunting and straining, 
drawing up the legs, redness of the face, and crying 
are noted at each stool. The accompanying symptoms 
and signs are distended abdomen, colic, pain, restless- 
ness, irritability, and severe pain in the anus just before 
defecation. These symptoms and signs may be noted 
at birth or in 2 or 3 days. Where the opening is larger, 
the symptoms will not appear until the stool becomes 
semisolid on a milk diet at 2 to 4 weeks. The mother 
will call the attention of the physician to the symptoms 
at the time of the first physical check-up. 

A fringe-like stenosis presents less severe symp- 
toms, such as constipation, straining at stool, and pos- 
sibly colic with distended abdomen, restlessness, and 
irritability. The diagnosis* is easily made by gentle 
digital examination with the gloved, small finger and a 
generous supply of vaseline. Force is not necessary. 
When there is an opening, the edges may be felt like 
a tight rubber band about the finger tip. With the next 
cry and drawing up of the anus by the baby, the mem- 
brane is felt to give way or tear before the advancing 
finger tip. The finger should enter the anus up to the 
first knuckle* to accomplish adequate dilatation. 

Orloff’ classified as type 1 under congenital anom- 
alies of the anus and rectum a condition “characterized 
by a patent anus and rectum with stenosis of the anus 
or lower rectum,” which corresponds to partial mem- 
branous occlusion of the anorectal junction. He rec- 
ommends for treatment a daily and later a weekly dila- 
tation for a period of 3 months to 1 year. The length 
of treatment required would depend on the degree of 
occlusion. The mother is to be trained to do the “great- 
er part” of the treatment. Failure to obtain a patent 
canal is due to “lack of persistence” by both the physi- 
cian and the mother. 

David’ placed the syndrome under the category of 
“congenital stricture of the rectum.” The common type 
is the result of incomplete “solution” of the anorectal 
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membrane. This results in a central small circular or 
crescent-shaped. opening which “seriously interferes” 
with the passage of the stool. The residual membrane 
is found 3% to 1% inches (2 to 3 cm.) within the anus. 
On inserting the tip of the small finger into the anus, it 
contacts a membrane which is soft and elastic. As the 
tip of the finger passes through the opening, the edges 
of the membrane grip it like a rubber band. David de- 
scribes the area of stricture as a spindlelike tube 2 to 3 
cm. long, connecting the anus and rectum. The lumen 
is narrow, and the rigid walls include all layers of the 
bowel. David also cites early publications by Bouisson, 
who mentioned Sculet’s report of successful dilatation 
of the anorectal canal in 1640, and credited Benoit with 
being the first to recognize and describe the syndrome 
in 1847. Bouisson himself in 1851 reported 2 cases of 
“congenital valvular stricture” affecting Houston’s 
valves ; a specimen is preserved in the medical museum 
at Montpellier. David further states that most of the 
defects are sufficiently obstructive to produce symptoms 
of stricture in early infancy. He cites his previous 
work, with Brenneman, on several cases of chronic, in- 
complete intestinal obstruction accompanied by a great- 
ly dilated colon, resembling megacolon ( Hirschsprung’s 
disease ). 

Ladd and Gross,* in classifying rectal and anal 
abnormalities, list as type 1 a stenosis of either the anus 
or the rectum. They further state that patients with 
stenosis come to treatment at ages varying from a few 
days to 2 or 3 years, with an average age of 9 months. 
The chief complaint is constipation. When enemata or 
laxatives are omitted, obstipation is severe. The stools 
are ribbonlike and the parent complains that there is 
difficulty in inserting the enema tube. The most severe- 
ly obstructed cases usually suffer from abdominal dis- 
tention. Gross® reiterates these facts and recommends 
the same treatment, repeated dilatation of the stricture 
and the use of gum elastic or metal dilators in the very 
tight stenosis until the finger can be passed easily into 
the anus. 

Yeomans’® remarked that the anal canal is normal- 
ly so constructed as to be considerably elastic and 
should permit the passage of the small finger. Consti- 
pation and straining are sufficient indication for digital 
examination. He classified membranous occlusion, par- 
tial or complete, under “atresia ani” which is described 
as “an arrested or irregular development of the procto- 
deum.” Following is his description of partial occlu- 
sion : 

In partial occlusion the anorectal membrane, partly ab- 
sorbed, is annular or crescentic in shape. Correspondingly, the 
perforation is central or lateral and large, or so small as to 
barely admit a probe. 

A partial persistence of the primitive proctodeum may re- 
sult in a partial occlusion by a superficial band of skin crossing 
the anus as an unbroken median raphé, or as a transverse 
bridge, with small passages leading into the anal canal on one 
or both sides, lined with epithelium. 

A congenital narrow anal canal is due to faulty develop- 
ment of the proctodeum and is to be distinguished from a stric- 
ture which generally implies a pathologic process. The canal 
may be congenitally narrowed in one portion only or through- 
out. While the feces are soft, symptoms may be absent, but 
with age the solid feces irritate the tissues of the inefficient 
canal, superimposing a true fibrous stricture on the congenital 
constriction. 


Harris and co-workers'! examined 1,716 newborn 
infants for “anal rings,” or partial membranous steno- 
sis of the anorectal junction, and found the condition in 
13.8 per cent of the cases. The incidence was 4 times 
as high in female infants as in male infants. The au- 
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thors report that treatment was not necessary because 
the anal canals dilated spontaneously and the rings 
tended to disappear with the passage of meconium and 
stools during the first week. Follow-up studies in 46 
infants at the age of 3 to 18 months showed no signs 
of the original abnormality. The authors report that 
the incidence of constipation, colic, blood in the stool, 
excessive straining, tears of anal skin, distention, and 
crying with defecation was “the same in 168 infants 
with rings as in 160 infants without rings.” Their 
findings seem contradictory to those made elsewhere; 
however, in the absence of complete initial examina- 
tions and adequate follow-up studies it is difficult to 
arrive at any conclusions. Since the symptoms de- 
scribed are also associated with mural stenosis, with or 
without membranous occlusion, it seems likely that 
mural stenosis was present in the 160 infants who 
showed symptoms but did not have anal rings. This 
condition does require digital treatment. 


Summary 


Partial occlusion of the anorectal junction, which 
often is unrecognized in the newborn infant, may lead 
to serious intestinal disease in childhood and adoles- 
cence. The condition is the result of abnormal em- 
bryonic development, and can easily be discovered and 
treated by digital examination in the first few days of 
the infant’s life. 

Among 231 infants examined, 162 were classified 
as having a patent anus free of abnormality. Of the 
remainder, 25 showed partial occlusion, with fringe-like 
membranes in 4, 2 of which were associated with mural 
stenosis. Partial stenosis at the anorectal junction was 
found in 44 cases; the stenosis was classified as very 
tight in 14. One case showed a spindlelike stenosis due 
to imperfect development of the bulbus analis and 
bulbus terminalis. Treatment consisted of simple digital 
dilatation, repeated as often as necessary to establish 


a free anal canal. Usually 3 dilatations were sufficient. 
2804 Hillcrest Road 
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A REPORT 


on 200 cases of 


MITRAL 


commissurotomy* 


WILLIAM D. LONG, D.O., F.A.C.O.I. 


Los Angeles, California 


L.. ADVANCES IN cardiac surgery during the 
past decade have led to gratifying results in the treat- 
ment of mitral stenosis, the most common of the ac- 
quired valvular diseases. In this condition, which is 
most apt to follow rheumatic fever, the narrowness and 
rigidity of the mitral orifice so impede blood flow as to 
produce serious circulatory disturbances and impose se- 
vere limitations on the physical activity of the patient. 
Although surgical repair of the valve may not restore 
normal valve function or influence associated pathologic 
processes, it can alleviate the distressing symptoms and 
return the patient to a normally active life in the ma- 
jority of uncomplicated cases. The operation is rela- 
tively simple, and improvements in technic have les- 
sened the danger of operative complications such as 
regurgitation and cerebral embolism, 

To assess the value of any surgical technic and 
determine whether it is being used to full advantage, it 
is well for the physician occasionally to review and 
analyze his own cases and compare his experience with 
that of others in the field. The purpose of the study 
reported here was to appraise the results in my first 
200 cases of mitral commissurotomy, 1 to 7 years after 
the operation. Although at first difficulties were en- 
countered in tracing the earliest cases, those treated in 
1951 and early 1952, the referring physicians came to 
my aid and made it possible to recheck practically all 
the patients involved. I am indebted also to various 
family physicians who sent complete reports on pa- 
tients living so far away that it was impossible to check 
them personally. In all, 18 cases have been lost to fol- 
low-up beyond the postoperative examination 1 year 
after the operation. 

In this series of 200 patients, the ages ranged from 
19 to 61 years, with an average of 37. The distribution 
of the cases according to sex was similar to that re- 
ported by others; 156, or 78 per cent, of the patients 
were female and 44, or 22 per cent, were male. The 
findings from initial examinations of the patients are 
shown in Table I. It will be noted that the majority of 
cases involved pure mitral stenosis. Perhaps the initial 
criteria for selection of cases were too strict and this 
may account for the relatively few cases treated during 
the first half of the 7-year period. Criteria have since 
been broadened to include many cases of mitral insuffi- 


*Presented at the annual meeting of the American College of Osteo- 
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TABLE I—INITIAL FINDINGS IN 200 CASES OF 
MITRAL COMMISSUROTOMY 


Condition Number 
Pure mitral stenosis 112 
Mitral stenosis with insufficiency 59 

Mitral stenosis with mitral and aortic 

insufficiency 15 
Mitral stenosis with aortic insufficiency 14 
_ Left ventricular enlargement 29 
Auricular fibrillation 80 
Congestive failure 94 
Electrocardiograms R.A.D. 159 
N.A.D. 39 
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ciency and a few with aortic involvement. In recent 
months 8 patients with either aortic insufficiency or 
aortic stenosis have been operated on; so far my only 
conclusion regarding this type of operation is that cur- 
rent methods for repairing the aortic valve are not 
satisfactory. 

Of paramount importance in the study of such a 
procedure as mitral commissurotomy is the rate of op- 
erative mortality. In this report, operative deaths are 
considered to be those occurring either during or im- 
mediately after the operation. It will be noted in Table 
II that the first 3 years were the hazardous ones. The 


TABLE II—OPERATIVE MORTALITY IN 200 CASES OF 
MITRAL COMMISSUROTOMY* 


Period Cases Deaths Per cent 
1950-51 31 3 9.6 
1952-53 54 5 9.3 
1954-56 115 6 bs 
200 14 7.0 


*In 42 cases operated on since the period covered in this pa- 
per, there has been no operative mortality. 


first 31 cases, of course, all represented poor risks, 
most of them having been grouped in Class IV ac- 
cording to the American Heart Association Function 
Classification. Since results were on the whole encour- 
aging, later cases include those in which the circulatory 
disturbances were less severe. Accordingly the last 115 
cases showed an operative mortality rate of 5.2 per 
cent. The over-all rate of 7 per cent compares favora- 
bly with the results in other reported series of 100 
cases or more. 


TABLE I1I—PREOPERATIVE CLASSIFICATION OF 200 
CASES OF MITRAL COMMISSUROTOMY 


C lass* Cases Per cent 
1 4 2.0 
II 53 26.5 
Ill 113 56.5 
IV 30 15.0 


*American Heart Association Function Classification. 


Table III shows the appraisal of the preoperative 
status of patients according to classification of function. 
Unfortunately this classification was not carried out at 
the time of the initial examinations ; the cases have been 
evaluated by means of an analysis of the individual 
records. Such classification is now a routine procedure 
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TABLE IV—RECLASSIFICATION OF CASES AFTER MITRAL COMMISSUROTOMY 


Class, postoperative 


Cases changed from preoperative class Unimproved Total Per cent 
II III IV 
I 39 34 4 77 38.5 
II 58 9 67 33:5 
III 17 16 33 16.5 
IV ea 6 6 3.0 


TABLE V—PREOPERATIVE AND POSTOPERATIVE 
CLASSIFICATION OF 200 CASES OF MITRAL 


COMMISSUROTOMY 
Class Preoperative Postoperative 
I 4 
Il 53 67 
II] 113 33 
IV 30 6 
200 183* 


*3 unchanged, 14 deaths. 


in all new cases. Table IV details the reclassification 
of the cases at from 1 to 7 years after the operation. 
The changes in classification present striking evidence 
of the efficacy of the surgical procedure. The compari- 
son is more effectively shown in Table V. 

Cardiac catheterization was carried out before op- 
eration in all the cases in this series. This procedure is 
extremely valuable in differential diagnosis, since it 
shows the specific cardiac pressures at various points 
and thus indicates the extent and type of malfunction. 
Undoubtedly the procedure should also be carried out 
in all cases at the end of the first year after the opera- 
tion. In my experience, however, the difficulty of se- 
curing the patients’ cooperation, when the study is to be 
made for statistical reasons, has limited postoperative 
studies to very few cases. The meager results make it 
impossible to evaluate the direct effect of the operation 
on pressure levels in the heart in this series of cases. 
Preoperative studies showed that the pressures at the 
pulmonary wedge, pulmonary artery, and right ven- 
tricle were elevated to at least twice the normal values ; 
pressures in the right auricle and superior vena cava 
were normal. In the postoperative studies that were 
carried out it was found that the abnormal values had 
dropped about halfway toward normal, a striking phys- 


Chart | 
Increase in Cardiac Output 


Se 

Average |0 cases 

Sse 

= 

8 

Bas 

/ 

12 24 

Pre-op Time after Commissurotomy- months 

630 


iologic change that may account very largely for the 
improvement in these patients. Evidence from studies 
elsewhere indicates that there is a further drop in pres- 
sure levels in the next 2 years after the operation. It 
has been noted in the cases where close follow-up was 
possible that in most instances the clinical improvement 
did not reach its full extent until near the end of the 
second year. 

Cardiac catheterization is also used to evaluate the 
increase in cardiac output following mitral commis- 
surotomy. Chart I presents a graph showing the re- 
sults of such studies in 10 of our patients. The increase 
in cardiac index with exercise is striking. 

In cases of mitral stenosis, the degree of enlarge- 
ment of the heart reflects the extent of myocardial 
damage resulting from rheumatic activity. In general, 
it has been found that the hypertrophic process is not 
consistently altered or reversed by surgical repair of 
the mitral valve. In this series, the heart size was re- 
duced in about a fourth of the cases (Table VI) but re- 


TABLE VI—HEART SIZE (X-RAY) 


52 patients or 26% showed reduction 
30 patients or 15% showed increase 
118 patients or 59% showed no change 


mained unchanged in the majority, which is in accord- 
ance with the findings of others. In some cases the 
heart size appeared to be increased following the opera- 
tion, a result which might be due to postoperative peri- 
cardial effusion or to the strain imposed on the ven- 
tricle by the sudden change in circulatory status in the 
heart. 

Results in reversing atrial fibrillation and return- 
ing the heart to normal sinus rhythm in this series have 
been somewhat better than average; 23 reversed to 
regular rhythm, and 28 per cent reversed to some de- 
gree. The reason may be insistence that the patients be 
hospitalized for a few days, 3 to 6 months after the op- 
eration, for the sole purpose of accomplishing this es- 
tablishment of a normal rhythm. The period of hospi- 
talization is usually about 4 days, since it has been my 
experience that treatment with quinidine sulfate, if 
successful, achieves the desired effect within a 4-day 
period, 

Table VII lists various findings noted during re 


TABLE VII—MISCELLANEOUS RESULTS OF MITRAL 
COMMISSUROTOMY 


Murmurs: Systolic 80% Grade III and 20% grade 11 
(No appreciable change postoperatively ) 

Thrills (mitral) : 71% (No postoperative change) 

Reactivation of rheumatic state: 6 

Reoperation necessary: 1 

Thromboembolic phenomena: 2 

Transitory psychosis: 14 

Digitalis continued: 68% 

Diuretics continued: 34% 
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check studies. The systolic murmurs had not undergone 
any appreciable change; this is the usual finding in 
such cases. The diastolic murmur that had been pres- 
ent in 1 case, however, had disappeared by’ the end of 
the fourth month after the operation. This case, which 
was among the group in Class I, showed no systolic 
component, and at operation the mitral valve had been 
noted to be very pliable and not at all calcified. 

Reactivation of the rheumatic state occurred in 6 
cases in this series, and was responsible in one of these 
for restenosis of the mitral valve. That such restenosis 
can occur is contrary to the opinion of many authori- 
ties; in this case, however, the finding was confirmed 
by necropsy studies which clearly showed that the pos- 
terior lateral cusps had readhered as the result of active 
inflammatory reaction. In the other 5 cases, early and 
vigorous treatment with ACTH returned the rheumatic 
activity to the quiescent state. 

The incidence of thromboembolism was strikingly 
low in this series. This is believed to be due to the sur- 
gical practice of allowing blood to gush from the 
clamped atrial appendage, thus expelling any thrombus 
before the surgeon’s finger dislodges it to float into the 
systemic circulation. The 2 cases of cerebral embolism 
in this series were of minor consequence and resulted 
in apparently very little residual damage. 

Early in the study of this series, it was somewhat 
alarming to note the frequent behavioral disturbances 
following operation. These changes occurred during 
the first 8 postoperative days and were characterized by 
delusions and frank hallucinations. Suspecting that the 
changes were associated with cerebral hypoxia during 
and immediately following the operation, the method 
was modified to maintain adequate oxygen saturation 
during the operation and the practice of keeping the 
patients’ heads low during the first few hours after the 
operation was instituted. Since then behavioral dis- 
turbances have not occurred. 

Digitalis administration has been continued in 
about 68 per cent of cases for varying periods follow- 
ing the operation. This practice is perhaps more con- 
servative than necessary in the attempt to prevent re- 
currence of congestive failure. Diuretic treatment has 
been necessary in 34 per cent of the cases at one time 
or another; in a few cases (12) the treatment has been 
continuous since the operation. 

In appraising the net results of the surgical treat- 
ment, the opinions of the patients themselves are of 
value. Table VIII shows that 76 per cent of the pa- 


TABLE VIII—PATIENTS’ AND PHYSICIANS’ 
EVALUATION OF RESULTS 


Patients’ opinion: 
76 (38%) consider themselves well 
73 (36.5%) consider themselves definitely improved 
21 (10.5%) consider themselves somewhat improved 
16 (8%) consider themselves not improved 
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Physicians’ evaluation 
73 (36.5% )—results excellent 
58 (29.0%)—results good 
31 (15%)—results negative 


65.5% improved 
162 


tients considered their condition much improved after 
the operation; 10.5 per cent felt that they were some- 
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what better and able to tolerate more activity. The lat- 
ter patients in general have required close medical su- 
pervision, dietary limitations, and other restrictions. In 
8 per cent of the cases, the patients did not feel at the 
end of a year that they were any better. It is impossi- 
ble to determine, of course, whether surgical interven- 
tion in these cases had made no difference at all, or 
whether it had in fact been lifesaving. The physicians’ 
evaluations, while not given in all cases (including 8 
patients, 4 per cent, who had shown some improvement 
but were still incapacitated and were therefore consid- 
ered to be in the same class postoperatively as preop- 
eratively), showed a striking similarity to those made 
by the patients. The percentages in these evaluations 
agree closely with those found in other published re- 
ports. 


Discussion 


A review of 200 cases of mitral stenosis treated by 
mitral commissurotomy in the 7 years from 1950 
through 1956 shows that about 70 per cent of the pa- 
tients have been considerably improved since the op- 
eration. The average age of the patients at the time of 
operation was 37; there were 156 women and 44 men. 
According to the initial examinations, the majority of 
the cases involved pure mitral stenosis ; auricular fibril- 
lation was also present in 80, and congestive failure in 
94. Evaluation of preoperative status showed the larg- 
est number of cases, 113, to be in Class IIT according 
to the American Heart Association method, and the 
majority of these were changed to Classes II and I 
after surgical treatment. There were 14 operative 
deaths, mostly among the earliest cases, which were 
considered for the most part to be in Class IV. Cardiac 
catheterization was carried out in all cases preopera- 
tively, and in a few cases at 1 year after operation. 
Such studies show the initial abnormal pressures to be 
considerably reduced after the operation, and also are 
the means of determining changes in the index of 
cardiac output with exercise. Follow-up examinations 
at from 1 to 7 years after the operation showed auricu- 
lar fibrillation to be reversed in 51 patients. Reactiva- 
tion of the rheumatic state occurred in 6 cases, and in 
1 was responsible for restenosis of the mitral valve 
(confirmed at autopsy). 

The incidence of thromboembolism was strikingly 
low in the operations in this series. Postoperative dis- 
turbances of behavior occurred in some of the earlier . 
cases, but with changes in methods of oxygenation and 
postoperative care this complication disappeared. 


Addendum 


Since this paper was written, an additional 42 cases 


have been operated on, with no deaths. 
415 N. Larchmont Ave. 
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I HE SERIOUSNESS OF staphylococcal pneu- 
monia in infants and children has long been recognized 
but was seldom mentioned in the early literature be- 
cause it was considered a relatively uncommon disease. 
Only recently have the overwhelming proportions of 
staphylococcal infections become of great concern to 
most physicians and hospitals. Now the literature over- 
flows with reports indicating that staphylococcal pneu- 
monia has become a relatively common disease at all 
ages. 

In 1944 Riley’ reported on all the cases of staphy- 
lococcal pneumonia found in the records of one large 
New York hospital for infants and children over a 
period of 21 years. He found only 29 cases. A little 
later Kanof and his co-workers? reported a larger 
series, 41 cases, during the period of over 12 years 
from the sulfonamide era to 1952. In the New Haven 
Hospital during the 11 years from 1944 to 1955, only 
11 infants were admitted with bacteriologically proved 
staphylococcal pneumonia.* More recently, however, 
the picture has changed. In 1955, Wallman and asso- 
ciates* reported 39 cases of primary staphylococcal 
pneumonia in a children’s hospital in Australia in a 
little more than 2 years, and Pryles® recently reported 
24 such cases in infants and children in the Boston 
City Hospital during a 23-month period from 1955 to 
1957. These and many similar reports in the current 
literature help confirm the apparent increasing inci- 
dence of staphylococcal pneumonia in infants and 
children. 

The literature of the past 20 years has demon- 
strated many interesting changes in the over-all picture 
of Staphylococcus aureus pneumonia and empyema in 
infants. During this time there has been a continuous 
change in the medical management of such cases with 
a resultant decrease in the mortality rate and a virtual 
disappearance of the septic type of staphylococcal pneu- 
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STAPHYLOCOCCAL 
PNEUMONIA in infancy 


monia secondary to generalized staphylococcal sepsis. 
Prior to the advent of chemotherapeutic agents, the 
mortality rate was reported between 50 per cent and 
100 per cent,® being commonly fatal in the very young. 
In the late 1930’s, when sulfonamide drugs replaced 
staphylococcus antitoxin in the treatment of these cases, 
the mortality rate was reduced somewhat, though the 
sulfa drugs never proved very effective against Staphy- 
lococcus aureus. Not until almost 10 years later, when 
penicillin was first employed in defense against this 
organism, was the mortality rate greatly affected. The 
response to this drug was dramatic and for the next 
10 years it appeared that the staphylococcus was con- 
trolled, even though during this period an ever-increas- 
ing amount of this drug was being required to effect 
remissions and an ever-increasing number of penicillin- 
resistant strains were developing. 

Developments in the past few years are a matter 
of record. The influx of new antimicrobial agents, their 
promiscuous use, the emergence of resistant strains, and 
the desperate search for more potent drugs, is the 
cyclic pattern too familiar in the summation of the his- 
tory of Staphylococcus aureus infections. 

Today, to the pediatricians, the threat is most 
great, for again they are faced with a 50 per cent mor- 
tality in infants with staphylococcal pneumonia, and 
the incidence of this disease process is increasing. In 
a recent period of 6 months the Pediatric Department 
of the Hospitals of the Philadelphia College of Oste- 
opathy has treated 4 cases of staphylococcal pneu- 
monia in infants under 6 months of age. In 3 of these 
cases Staphylococcus aureus was _bacteriologically 
proved to be the etiologic organism. It is the purpose 
of this paper to review the management of these cases 
and to illustrate the consistency of clinical and roent- 
genologic findings, thereby developing in the physician 
not conversant with this process in infants a higher 
index of suspicion so that early recognition and treat- 
ment may help lower the current high rate of mortality. 


Review of Cases 


General data.—All 4 patients were white females 
ranging in age from 6 weeks to 6 months. The single 
fatality occurred in the youngest infant, who was also 
the first encountered in this series. There was known 
contact with skin infections in three of the cases. The 
case terminating fatally had been closely associated 
with a draining breast abscess from which Staphylo- 
coccus aureus was cultured. The duration of hospitali- 
zation seemed to be directly proportional to the severity 
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uf the pulmonary process in those who survived, rang- 
ing from 7 days in the mildest case to 36 days in the 
most complicated case. The infant who succumbed 
lived 11 days after developing pneumonia which be- 
came clinically evident on the fourth day following an 
elective surgical procedure. 

Prodromal picture-—In the 3 patients admitted to 
the hospital acutely ill, the history prior to admission 
was consistently similar, The acute phase was preceded 
by symptoms of a mild upper respiratory infection of 
a few days’ duration, all the infants having been in 
very good health before this time. Varying degrees of 
fever and a recently developing cough had prompted 
the administration of penicillin to all these infants be- 
fore they were hospitalized. The sudden development 
of rapid and labored breathing, degrees of transient 
cyanosis, and extreme abdominal distention led to 
hospitalization in all 3 instances. The fourth infant, 
after 3 normal postoperative days, suddenly developed 
a temperature elevation to between 101 and 103.4 F. 
for 24 hours before pulmonary changes and dyspnea 
developed. 

Temperature course.—In all the cases, high de- 
grees of fever were evidenced early and were main- 
tained during the most acute phases of the disease. 
After the institution of appropriate antimicrobial ther- 
apy the fevers were lowered but periods of exacerba- 
tion for many days were not uncommon in the more 
complicated cases during the course of treatment. 

Laboratory findings.—The leukocyte count at the 
onset of the pneumonia ranged from 22,600 in the 
most severe case to 15,300 in the mildest case. Varying 
degrees of leukocytosis with a neutrophilic preponder- 
ance were consistently present throughout the course 
of all 4 cases, with a leukocyte count of 44,800 being 
observed in one of the infants at one point in the ill- 
ness. 

Anemia was not found early in any of the patients 
but appeared later in the 3 that were hospitalized longer 
than 7 days. Transfusions of whole blood were given 
to these 3 infants and seemed to alter the course favor- 
ably in 2 cases. 

Bacteriologic studies on material aspirated from 
the pleural cavity in 3 cases (at autopsy in 1 case) 
demonstrated pure cultures of Staphylococcus aureus. 
Nose and throat cultures of all 4 infants demonstrated 
the same organism. Blood cultures were negative at 
all times. 

Electrolytes and serum proteins were found to be 
abnormal during the early clinical course but became 
normal during the convalescent period. 

Medical treatment.—Antibiotic therapy was start- 
ed immediately in all cases, using penicillin and chlor- 
amphenicol in heavy doses until the clinical course or 
the antibiotic sensitivity results from material cultured 
from the pleural cavity prompted the addition of other 
antibiotics such as erythromycin and novobiocin. Three 
of the infants required digitalization for cardiac sup- 
port during the first few days of their illness. Two 
were given steroid hormones in pharmacologic doses 
during the periods of shock that were manifest early in 
their illness. All of the infants received high doses of 
vitamin C throughout their hospitalization and were 
maintained in electrolyte and nitrogen balance intra- 
venously whenever oral feedings were not possible. 
Osteopathic manipulative therapy directed to the tho- 
racic spine and lymphatic stimulation by the gentle 
pumping of the thorax were periodically administered 
around the clock in all 4 cases. Whole blood, gamma 
globulin, and surgical procedures completed the thera- 
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peutic picture. The three surviving infants were con- 
tinued on one antibiotic and vitamins for from 1 to 
several weeks following discharge from the hospital. 
Surgical treatment.—Surgical treatment became 
necessary in 2 cases in this series because of the tension 
pneumothorax that developed. Following thoracentesis 
under local anesthesia, with the removal of from 50 to 
100 cc. of thick, yellow-pink fluid which was collected 
for culture, a stab thoracostomy was performed with a 


trochar and cannula. A 12-F whistle-tip rubber catheter, 


in which additional holes were cut around the distal 
end, was inserted into the pleural space. Closed sub- 
aqueous drainage with continuous suction was institut- 
ed. The clinical improvement was immediate and most 
gratifying in both instances where this technic was em- 
ployed. The catheter was removed after 7 to 11 days, 
with purse-string closure of the wound. Radiologic 
findings dictated the appropriate time for removing the 
catheter from the thorax. 

Roentgenographic findings.—The radiologic char- 
acteristics of staphylococcal pneumonia in infancy and 
childhood are those of bronchopneumonia ; the disease 
manifests itself as an interstitial inflammatory process, 
often presenting suppurative necrotizing features. 
These findings were evidenced radiographically in all 
of the cases we have observed. Frequently the process 
was first seen to involve the hilar and perihilar regions 
of the lungs, and in one case there was early infiltra- 
tion in the intermediate and peripheral lung zones. The 
inflammation most often assumed a segmental form 
and involved both lungs, though the right lung was 
consistently more extensively involved in all instances. 

Another common feature observed radiographical- 
ly was the shifting, changing manifestations which 
seemed to transpire rapidly as a result of the peribron- 
chial, perivascular, and endobronchial inflammation. At 
periodic examinations, we encountered scattered coales- 
cent infiltrations, pleural effusion with empyema, and 
emphysema and pneumothorax. Abscess formations 
within the pneumonic-bearing areas were suspected in 
the 2 cases in which pneumothorax developed. 

The pathologic changes noted above may occur 
during any phase of the disease and without apparent 
warning. These changes may be influenced by the pa- 
tient’s behavior or, more accurately, by the behavior of 
the disease within the patient. Consequently, pleural 
effusion may be an early finding as may alveolar dis- 
tention and the formation of blebs, cysts, and even 
pneumatoceles. Although the formation of pneumato- 
celes did not complicate our cases, bleb formation was 
frequently observed preceding the development of 
pneumothorax. 

The great value of adequate radiologic control in 
the proper and successful management of patients with 
staphylococcal pneumonia should be apparent and its 
importance cannot be overemphasized. 

Complications —Empyema developed in 3 cases 
and tension pneumothorax with severe mediastinal 
shifting occurred in 2 of these. In 1 case the pneumo- 
thorax was bilateral, occurring first on the right side 
and 4 days later on the left side. The single case of 
empyema without pneumothorax was diagnosed at the 
time of autopsy; roentgenographic evidence of pleural 
effusion was observed a short time prior to death. 

Small radiolucent areas were seen roentgenograph- 
ically in those cases which developed pneumothorax. 
These were commonly found in the areas of consolida- 
tion and were thought to represent either uninvolved 
lung tissue or focal alveolar emphysema secondary to 
intramural bronchial edema. 
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Discussion 


The increasing frequency o1 staphylococcal infec- 
tion has become evident to all associated with the heal- 
ing arts. The reason for the increase is not known with 
certainty, but few can deny its parallelism to the anti- 
biotic era of medical history and the growing resist- 
ance of pathogenic strains to penicillin and, more re- 
cently, to other extensively used antibiotics. The prob- 
lem has reached disastrous proportions in hospitals in 
many sections of the country, and its malignant charac- 
teristics are far from being controlled. Finland,’ Bar- 
ber,’ and others*’® have recently reported statistical 
information that lends impact to the staphylococcal 
problem in institutions. Today more than 50 per cent 
of hospital personnel may be carriers of pathogenic 
strains of staphylococcus. The nasopharynx of the 
newborn may be invaded by staphylococci during the 
infant’s stay in the hospital nursery, and more than 80 
per cent of these strains have been found to be resist- 
ant to penicillin. In the past few years, from large city 
hospitals have come reports that the staphylococcus is 
now responsible for more than one third of all the cases 
of primary bacterial pneumonia in infants. Add to this 
picture the powerful pathogenic characteristics of the 
organism, and the answer to the present high mortality 
rate in staphylococcal pneumonia, especially in children 
under 2 years of age, should be clear. 

The staphylococcus is a very hardy and adaptable 
organism capable of surviving in almost any environ- 
ment. It readily produces toxins, and some pathogenic 
strains are capable of coagulating blood plasma and 
surviving within phagocytic leukocytes.“ It has no re- 
spect for human tissues and is quick to cause necrosis. 
In the lung this infiltrating organism tends to form 
abscesses and diffuse or localized pleural complications 
with resultant empyema, emphysema, and pneumo- 
thorax. 

Clinically the picture of staphylococcal pneumonia 
is invariably one of overwhelming toxicity to which the 
great morbidity of this disease may be attributed. The 
prodromal picture of a recent uncomplicated upper 
respiratory tract infection changing suddenly to severe 
respiratory and systemic distress approaches monotony 
in its consistency. 

In describing suppurative pneumonia, Campbell’? 
mentions two basic patterns commonly observed. It 
may be an acute fulminating disease without tissue ne- 
crosis or an acute suppurative process showing diffuse 
or local involvement of the lung pleura. The invasion 
is chiefly bronchogenous, the disease spreading from 
the upper respiratory tract into the bronchial tree, then 
through the lymphatics and interstitial tissues into pul- 
monary parenchyma where cone-shaped areas of 
parenchymal infiltration may contact large pleural sur- 
faces resulting in the frequently seen empyema. In 
addition to this, bronchopleural fistulas and potential 
tension pneumothorax may result from small coalesc- 
ing abscesses that not infrequently cluster about periph- 
eral bronchioles. The pathologic potential is certainly 
magnitudinous in staphylococcal pneumonia and if the 
attending physician is not constantly suspicious of this 
diagnosis from the history and clinical picture alone, his 
treatment may be too little or too late to prevent a 
disastrous outcome. 

Unfortunately there is no quick procedure that 
will give a definitive diagnosis in this disease entity. 
Positive cultures from the nose and throat are insuffi- 
cient to prove the diagnosis, because the percentage of 
healthy carriers is now rather high. Only cultures ob- 
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tained directly from the pleural spaces can go unques- 
tioned, for even blood cultures are rarely positive in 
primary staphylococcal pneumonia. 

Perhaps the single greatest aid in diagnosis and 
treatment is radiographic evidence, which should be 
sought early in every suspected case. Here the most 
consistent feature is the rapidity with which the roent- 
gen pictures changes from early homogenous pneu- 
monic infiltration to a large pulmonary cavity with fluid 
level a short time later. These striking changes may 
occur in the presence of an unchanging clinical picture. 
Paradoxically, the reverse may be true in that roentgen 
observation may show only mild emphysema in the 
presence of overwhelming toxicity clinically, while dur- 
ing convalescence the radiographic studies may show 
pulmonary and pleural invasions disproportionate to 
the clinical manifestations.’* Both of these situations 
were encountered in the infants whose cases are report- 
ed here. 

Pneumatoceles, the cystlike rarefactions which 
are a special form of emphysematous interstitial cavity, 
are another radiographic finding unique in staphylococ- 
cal pneumonia. Campbell’? has thought their produc- 
tion to be the result of a peribronchial abscess which 
perforates the bronchial wall allowing air to enter the 
abscess in the interstitial substance. A check-valve 
mechanism is established which at times permits rapid 
entry of air and resultant emphysematous inflation. 
These cysts are seldom associated with respiratory dis- 
tress and usually regress in time, though occasionally 
surgical removal becomes necessary. 

Therapy must be early and adequate if the infant 
is to survive. Diffuse obstructive emphysema is most 
striking early in suppurative pneumonia, and it may 
become fulminating and fatal unless antibiotic therapy 
is rapidly effective. Since so many strains of Staphylo- 
coccus aureus are now resistant to many antibiotics, 
the use of but one or two of these agents in beginning 
therapy is highly inadequate. A multiplicity of antimi- 
crobial agerits covering all etiologic possibilities should 
be employed until the results of antibiotic sensitivity 
tests offer a guide for specific therapy. Treatment of 
associated findings or complications as they develop 
in most instances requires constant observation and su- 
pervision of such cases in the early days. The tachy- 
cardia, dyspnea, and respiratory acidosis, the many 
sequelae of overwhelming toxicity, and the ever-con- 
stant threat of pneumothorax should emphasize the 
necessity for various therapeutic procedures that may 
be required on very short notice. Since pneumothorax 
is a common complication in staphylococcal pneumonia, 
it should be suspected in any infant who suddenly de- 
velops cyanosis, dyspnea, and prostration, and imme- 
diate surgical intervention may prove lifesaving. Fre- 
quent blood counts and radiographic studies will best 
aid in directing therapy and evaluating its efficiency. 
The premature cessation of therapy should be warned 
against, for frequent relapses become a most discour- 
aging feature. Relapses even during therapy occurred 
in 2 patients that survived in this series. 


Summary 


It is the primary aim of this paper to arouse in the 
minds of every physician responsible for the welfare 
of small children a high degree of suspicion for staph- 
ylococcal pneumonia in any infant in whom an uncom- 
plicated respiratory tract infection suddenly becomes 
severe and does not respond within a few hours to 
penicillin or one of the cyclines administered in ade- 
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quate dosages. The severity and high mortality rate 
associated with this disease are stressed, as is the fact 
that today we face a rapidly increasing number of 
strains of staphylococcus resistant to the commonly 
used antibiotics. Only early diagnosis and early insti- 
tution of adequate therapy offer any hope for reduc- 
tion in mortality rates. The unquestionable value of 
roentgenographic support in diagnosing, observing the 
course of the disease, and guiding surgical intervention 
when warranted, has been pointed out. In the face of 
the increasing development of many antibiotic-resistant 
strains of Staphylococcus aureus, the importance of 
osteopathic manipulative therapy in supporting the in- 
fant’s defenses against such invasion should not be 
minimized. 


Addendum 


Since the above was written another case of 
staphylococcal pneumonia, in a 3-week-old infant, has 
been successfully treated in our hospital. Although we 
were unable to obtain material from the pleural cavity 
for culture which would demonstrate Staphylococcus 
aureus, this case displayed typical clinical and radiologic 
evidence of a suppurative pneumonia and is therefore 
included in our series. Three different instances of 
tension pneumothorax were encountered during the 
course of this infant’s pneumonia and each instance 
necessitated the specific placement of two thoracostomy 
catheters to alleviate completely the pulmonary em- 
barrassment. Such a pattern of relapse is frequently 
observed in staphylococcal pneumonia and emphasizes 


the need for close coordination between clinical and 
radiologic studies to manage these cases adequately. 
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AN TI COAGULAN +t therapy in 
myocardial _ [NFARCTION* 


E. P. CROWELL, D.O. 


Waterville, Maine 


ae NO SINGLE therapeutic modality 
has ever provoked as great a storm of controversy, for 
so long a time, as has anticoagulant therapy. The recent 
literature on the use of anticoagulants in the treatment 
of myocardial infarction is voluminous and controver- 
sial, and it includes extensive statistics compiled and 
compared, reflecting the complexities that have led to 
strong opinions for and against this form of therapy. 
It is the purpose of this paper to review and appraise 
some of the published reports and to present statistics 
accumulated from my own limited experience with this 
therapy, in the hope of shedding further light on some 
of the questions commonly asked by clinicians: (1) 
Should anticoagulants be administered routinely in 
myocardial infarction? (2) Should anticoagulants be 


*Presented at the annual meeting of the American College of Osteo- 
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reserved for only those patients suffering from compli- 
cations of myocardial infarction? (3) Have anticoagu- 
lants significantly altered the morbidity or mortality 
in myocardial infarction? (4) Has long-term antico- 
agulant therapy improved the prognosis in myocardial 
infarction ? 


Basic concepts 


Development and_ utilization of antithrombic 
agents has gained increasing momentum during the 
past decade following the elucidation by hematologists 
of certain physiologic principles which predispose to 
intravascular clotting: (1) direct trauma, (2) in- 
creased viscosity, (3) decreased velocity, and (4) ab- 
normal alterations in the current or directional flow 
of blood. The presence of any one or more of these 
factors constitutes a threat in terms of thrombus for- 
mation. It must be remembered that the above men- 
tioned factors are of a mechanical nature and that the 
chemical reactions which occur in the coagulation of 
blood are not fully understood. Constitutional and 
otherwise unrelated systemic diseases also have a defi- 
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nite intluence on the coagulability of blood, although 
their mechanism in many instances is not exactly 
clear. 


It would appear logical that anticoagulant therapy 
should receive consideration whenever the stability of 
circulatory dynamics is threatened, as in myocardial 
infarction. However, such consideration should take 
into account not only the degree of altered stability 
but also the possible existence of any one of the nu- 
merous and well-established contraindications to anti- 
thrombic therapy. Fortunately, little controversy has 
arisen over the establishment of definite contraindica- 
tions, which are enumerated by Wright as follows :' 


(1) Prothrombin deficiency (hypoprothrombinemias or po- 
tential prothrombin deficiency), vitamin K deficiency, severe 
hepatic disease 

(2) Vitamin C deficiency 

(3) Renal insufficiency 

(4) Blood dyscrasias with impairment of the mechanism 
of hemostasis 

(5) Interruptions in the continuity of the vascular system: 

Surgical conditions 

(a) Recent operations on the brain or spinal cord 

(b) Recent surgical operations leaving raw surfaces 

(c) Postoperative tube drainage of wounds of viscera 

(d) Operations performed in the presence of obstruc- 
tive jaundice, external biliary fistula or severe 
liver damage 

Nonsurgical conditions 

(a) Ulcerations and open wounds 

(6) Late pregnancy 

(7) Subacute bacterial endocarditis 

(8) Dissecting aneurysm. 


Principal viewpoints 


There are three points of view with regard to the 
use of anticoagulants in acute myocardial infarction: 
(1) they should be used routinely; (2) they should be 
used selectively ; and (3) they should not be used at all. 

The first point of view, advocated by Wright and 
his colleagues,’~* is that anticoagulants should be em- 
ployed routinely in all cases of acute myocardial in- 
farction except those showing any contraindication to 
antithrombic therapy. This philosophy is based on the 
following evidence :* (1) reduction in the number of 
deaths by about one third, (2) decrease in the number 
of thromboembolic complications by about one half, 
(3) minimal risk in the use of anticoagulants, and (4) 
difficulty in separating “good risk” and “poor risk” 
cases. This view has been substantiated by the com- 
prehensive report of the committee on anticoagulants 
of the American Heart Association. 

The second point of view, represented by Russek 
and Zohman,’ is that anticoagulants should be used se- 
lectively in acute myocardial infarction. These authors 
favor the administration of such drugs in so-called 
“poor risk’”’ cases alone. Following are their criteria 


for such cases, as determined the first 24 hours of 
hospitalization : 


(1) Previous myocardial infarction 

(2) Intractable pain 

(3) Extreme degree or persistence of shock 

(4) Significant enlargement of the heart 

(5) Gallop rhythm 

(6) Congestive heart failure 

(7) Auricular fibrillation or flutter, ventricular tachycardia 
or intraventricular block 

(8) Diabetic acidosis or other states predisposing to throm- 
bosis. 


Those who subscribe to this view contend that 
since the preventable mortality of “good risk” cases is 
quite low (about 1 per cent) and is frequently less than 
that arising from the use of anticoagulants (0.25 to 
10 per cent), these agents should be employed only in 
so-called “poor risk” cases. 

The third point of view, held by Schnur*® and 
Rytand,’ is that anticoagulants should not be employed 
in acute myocardial infarction, or at least that it has 
not been shown conclusively that they are beneficial in 
this condition. The primary basis for their contention 
is the difficulty of evaluating any therapeutic measure 
in so variable a disease as myocardial infarction. Un- 
fortunately, their point of view is not documented by 
actual statistics, and appears to be based on opinion 
rather than on actual experience with the use of anti- 
thrombic agents. 

Table I shows the results of treatment with anti- 
coagulants in cases in my own practice. It should be 
emphasized that the number of cases is too small to 
provide statistically valid material ; however, the results 
may be considered indicative. 

Russeks criteria, as listed above, were used in 
the classification of the “poor risk” cases. Notice should 
be taken of the high percentage of “poor risk” cases in 
the control group in comparison to the treated group, 
when considering the percentage difference in mortality 
of the two groups. Failure to treat the “poor risk” 
cases was not intentional for the purposes of the study, 
but was rather the result of either definite contraindi- 
cations or the patient’s refusal to accept the treatment. 

One of the most important observations in this 
series was that the two patients in the control group 
classified as “good risk” cases died on the eleventh 
and forty-second days, respectively, of treatment. Clini- 
cally and electrocardiographically both patients had 
been found to be making uneventful and satisfactory 
recoveries until their sudden death. Autopsy findings 
in one case revealed a massive mural thrombus ex- 
tending from the wall of the left ventricle through the 
aortic valve and into the ascending limb of the aorta. 
In the second case an apparent retrograde thrombus 
filled and completely occluded the entire descending cir- 
cumflex artery. In retrospect it was noted that both 


TABLE I—RESULTS OF ANTICOAGULANT THERAPY IN 36 CASES 
OF MYOCARDIAL INFARCTION 


Treated Group 


Control Group 


Classifi- No. of Mor- Thrombo- Classifi- No. of Mor- Thrombo- 
cation Cases tality embolism cation Cases tality embolism 
Good risk 19 Good risk 2 
11.1% 0.02% 42.8% 0.07% 
Poor risk 17 Poor risk 12 
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patients had apparently had attacks of angina pectoris 
weeks or months prior to the myocardial infarction, but 
had not sought medical care at that time. 

This observation raised two very important ques- 
tions: Should the history of angina pectoris be added 
to Russek’s criteria of ‘‘poor risk” cases? Must one 
presume that coronary occlusion (whether arterioscle- 
rotic or thrombotic in origin) so alters the stability of 
the circulatory dynamics, even transiently, as to pre- 
dispose to intravascular thrombus formation in a retro- 
grade manner? 

When one reviews the concepts relative to circu- 
latory dynamics, an affirmative answer must be ren- 
dered to the above questions. Certainly most physicians 
agree that coronary artery occlusion produces a definite 
threat to the stability of the circulatory dynamics. 
However, most physicians have observed patients who 
are ambulatory and relatively asymptomatic but in 
whom one can find conclusive evidence of recent myo- 
cardial infarction. These same patients received no 
specific treatment at the time of infarction and, in 
many instances, were conducting their normal activities 
totally unaware of the potential threat to life. Such 
occurrences would support Russek’s opinion that not 
all cases require antithrombic therapy. On the other 
hand, it is possible that since these “silent infarctions” 
or “ambulatory coronary cases” were not placed at 
conventional bed rest, the added threat of decreased 
blood velocity was not present to predispose the indi- 
vidual to further thrombus formation. 

The statistics reported by Russek® further support 
his contention that “good risk” cases do not appreciably 
benefit from anticoagulant therapy. In my opinion his 
work is not to be disputed, but one might question his 
definition of “documented cases” as well as his method 
of diagnosis and selection of cases. In my experience, 
“good risk” cases have developed both retrograde 
thrombosis and mural thrombi, as documented by au- 
topsy findings. Inasmuch as this is not a universal 
occurrence, one must attempt to evaluate possible 
causes for such developments in certain individuals. 
One may readily accept the theory that endocardial in- 
farctions naturally induce susceptibility to mural throm- 
bus formation. However, it has not been clearly estab- 
lished or demonstrated that all such cases whether 
treated or untreated, develop mural thrombi. Why then 
should certain individuals under apparently identical 
circumstances develop further thrombus formation 
while others do not? 

In an attempt to offer a possible answer to this 
question, I would suggest that certain individuals may 
have an inherent tendency toward hypercoagulability. 
If this hypothesis is correct, then we should strive to 
develop through adequate research facilities a means of 
determining such a tendency in all patients suffering 
from myocardial infarction and utilize this as a gauge 
for the need for antithrombic therapy. Such a research 
project might well be assigned to hematologists. 

As previously noted, Russek and Zohman® contend 
that the preventable mortality of “good risk” cases is 
frequently less without than with the use of anticoagu- 
lants (0.25 to 10 per cent). This in effect points to the 
danger of hemorrhage from anticoagulant therapy, 
which is one of the primary reasons for opposition to 
this form of therapy in either “good” or “poor” risk 
cases by some physicians.” In evaluating these statistics, 
one must consider that (1) they were obtained during 
the early period of the use of these drugs when many 
inexperienced persons were using anticoagulants, (2) 
they included cases in which anticoagulants were ad- 
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ministered without any determinations of prothrombin 
time, and (3) they included cases of self-medication, 
and in some instances attempted self-destruction, by 
administration of these substances." 

Among my patients were three suffering from 
transmural infarctions with coexisting pericarditis, who 
died following treatment with anticoagulants. Autopsy 
revealed hemopericardium without evidence of ven- 
tricular rupture. Admittedly, the reported statistics in- 
dicate low incidence (12 per cent of autopsy cases) of 
such occurrences. However, three such cases are suf- 
ficient to justify an opinion that electrocardiographic 
and clinical findings substantiating a diagnosis of trans- 
mural infarction with pericarditis should constitute one 
of the contradindications for anticoagulant therapy. 

The general consensus would indicate that in anti- 
coagulant treatment administered by experienced phy- 
sicians with reliable laboratory personnel, hemorrhagic 
complications no longer constitute a major reason for 
abstaining from this form of therapy. 


Long-term anticoagulant therapy 


Among patients who had recovered from coronary 
thrombosis with myocardial infarction, Levine® noted 
a 25 per cent mortality in the first year and 50 per cent 
in the second year; 75 per cent of the patients did not 
survive more than 5 years. Since anticoagulant therapy 
has been successful in reducing mortality and morbid- 
ity in acute myocardial infarction, it seems likely that 
long-term treatment with anticoagulants might help to 
prevent recurrences and thus improve the grave prog- 
nosis indicated by Levine. 

Although I have been using long-term anticoagu- 
lant therapy, insufficient time and experience do not 
permit the presentation of valid statistics from my rec- 
ords. However, Manchester® in 1957 reported his 
experience with continuous long-term anticoagulant 
therapy in cases of myocardial infarction observed for 
1 to 10 years. Data were presented on 404 cases, of 
which 204 comprised the treated group and 200, the 
control group. Patients in the treated group received 
either Dicumarol or Sintrom, while those in the control 
group received a placebo of ascorbic acid; otherwise 
the medical regimen was the same in both groups. The 
mean age for both groups was about 58. 

A review of the 404 cases showed that the inci- 
dence of subsequent infarction was nearly three times 
as great in the control group as in the treated group. 
Of major significance was the fact that mortality in 
the control group was more than five times as high as 
that in the treated group. Although the most frequent 
complications in both groups were cardiac decompensa- 
tion and myocardial infarction, the incidence of throm- 
boembolic complications was much higher proportion- 
ately in the control group than in the treated group. 
The reported incidence of bleeding was 2.9 per cent; 
the administration of vitamin K, oxide intravenously 
corrected the hypoprothrombinemia without hospitali- 
zation of the patients. 

Noteworthy in Manchester’s study is the fact 
that patients in both the control and the anticoagulant 
groups were encouraged to have prothrombin determi- 
nations made at intervals of 1 to 4 weeks. Following 
is the capillary blood prothrombin test that was used : 

Materials for capillary blood prothrombin test: acetone- 
dessicated rabbit brain thromboplastin, three hemoglobin pipets, 
one porcelain slide with three concavities, a stop watch, lancet, 
alcohol, acetone and cotton. Twenty cubic millimeters of throm- 
boplastin are placed in each concavity of the slide. An equal 
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amount of blood is added to the thromboplastin. The stop 
watch is set upon the addition of blood to the thromboplastin. 
The slide is tilted north, south, east and west and then gently 
rotated until a coagulum, the end point, appears. Normal is 14 
to 18 seconds, with a deviation of 2.5 seconds. The therapeutic 
level is 28 to 40 seconds, and the prophylactic range is 25 to 35 
seconds, 


As pointed out by Manchester, there are limita- 
tions to the usefulness of long-term anticoagulant ther- 
apy, in addition to the usual contraindications. The 
treatment cannot be prescribed for all patients with 
acute myocardial infarction. In cases where it is pre- 
scribed, it is essential that the patient be willing to 
cooperate fully and that the physician be acutely con- 
cerned about the maintenance of effective antithrombic 
levels. In some patients a very slight deviation from 
normal levels may lead to thromboembolic or hemor- 
rhagic complications. Failure to appreciate the need 
for such precaution will unjustly discredit this form 
of therapy. 

My criteria for continuous long-term anticoagulant 
therapy are based on the assumption that the patient 
has received anticoagulant therapy during the acute 
phase of a myocardial infarction, so it is known that 
no contraindications exist. The criteria are as follows: 

1. Patient’s ability and willingness to cooperate 

2. Presence of significant cardiac enlargement 

3. Presence of cardiac decompensation 

4. Presence of arrhythmias (auricular flutter or 
fibrillation, ventricular tachycardia, or intraventricular 
block ) 

5. History of past or present thromboembolic phe- 
nomena 

6. Presence or current development of angina 
pectoris 

7. Presence of conditions which predispose to 
thrombosis (diabetic acidosis, hypothyroidism, poly- 
cythemia, etc.). 


Summary and conclusions 


An attempt to critically appraise anticoagulant 
therapy in myocardial infarction has been made on the 


> There has been a long transition from the primitive 
ritual of the medicine man to today’s medicine of the sci- 
ences. The expansion of medical knowledge and teaching 
in recent years has been dominated by the scientific dis- 
cipline of medicine itself and by segments of knowledge 
drawn from other sciences, so that today biological and 
natural sciences have become the very matrix of medical 
thought. Physics, chemistry, and biology are its language 
and tools. 

The past century has been called the era of the bio- 
logical and the physical scientist, but today we may be 
entering the century of the psychological or of the physi- 
ological-sociological-anthropological man. Perhaps in the 
next century the first half of this one will be noted as 
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basis of accumulated statistics and personal experience. 
It is proposed that the presence of transmural infare- 
tion with pericarditis be added to the established con- 
tradications for anticoagulant therapy. Valid statistics 
strongly support findings of significant reduction in 
morbidity and mortality in myocardial infarction when 
anticoagulant therapy is used. The possible benefits 
seemingly far outweigh the inherent dangers in this 
form of therapy. Therefore, until such time as a 
method for accurately determining a possible inherent 
tendency toward hypercoagulability is devised, all pa- 
tients suffering from myocardial infarction should re- 
ceive anticoagulant therapy unless there are specific 
contraindications. 

The prevention of subsequent coronary thrombosis 
can be achieved in some cases by continuous long-term 
anticoagulant therapy. The use of a simple capillary 
blood prothrombin test has made the treatment more 
accurate and economical. Published reports indicate 
that long-term therapy may reduce the incidence of 
heart attacks and insure longer and more productive 
life for patients who have recovered from myocardial 
infarction. Certainly much is to be gained and little 
lost with this form of therapy in properly selected 
cases. 


28 Common St. 
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the period in which society moved away from its preoc- 
cupation with man solely as an economic creature. 

Public health has been termed “an applied technology 
resting upon the joint pillars of natural science and social 
sciences.” During the past century the natural science 
pillar has been greatly strengthened, but until both the 
pillars are strong the arch of public health will not be 
firm. Now, consideration also is being given to the social 
aspect of the environment, especially as it interacts with 
biological and physical stresses. Since stress effects are 
both psychological and physiological, emphasis must be 
given to fuller understanding of psychological factors in 
stress and disease reactions—Thomas Parran, M.D., 
Public Health Reports, October 1958. 
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Recurrent anterior DISLOCATION 
ot the SHOULDER 


The Bankart lesion and technic* 


JOHN D. SEGEL, D.O. 


San Diego, California 


ek: REDUCTION AND TREATMENT of 
an initial anterior dislocation of the shoulder, the ques- 
tion is often asked by the patient, “Will my shoulder go 
out again, and if so, what can be done for it ?” According 
to statistics, the rate of recurrence ranges from 10 to 40 
per cent.’ It can generally be stated that the incidence 
of recurrence of dislocation is lower in older patients 
and those whose dislocations are associated with frac- 
tures of the greater tuberosity of the humerus. The 
possibility of recurrent dislocation may not become evi- 
dent until some years following the initial dislocation. 
However, the majority of primary dislocations of the 
shoulder are evident within a 2-year period. 

The incidence of recurrence following a primary 
dislocation is considerably higher in patients whose in- 
jured shoulders have not been properly immobilized 
for a minimal period of 3 to 4 weeks, and all original 
dislocations should be so treated. The question arises 
as to the point at which dislocations are considered re- 
current. Three or more dislocations in the same shoul- 
der, with little or no trauma, are classified as recurrent. 
In these patients, simple acts in which the upper ex- 
tremity is externally rotated and abducted (throwing an 
object, combing the hair, putting on a coat) may result 
in a dislocation of the shoulder. Many of these patients 
attempt to live with their disability by restricting these 
motions, but are often quite unsuccessful. The disloca- 
tion tends to recur with increasing ease and may hap- 
pen while the patient is engaged in athletic endeavors or 
is on the job—thus jeopardizing the safety of himself 
and others. 

Why some cases of dislocation become recur- 
rent is still not adequately explained. Bankart, in 1923, 
described a detachment or tearing of the glenoid labrum 
from the rim of the bony glenoid as the “essential” le- 
sion.2 This lesion has since been termed the Bankart 
lesion, and is described by many as the basis for the 
recurrence of dislocation of the shoulder. (Fig. 1.) 
However, the Bankart lesion is not always found at 
surgical operation; the incidence has been reported as 
20 to 30 per cent. In a review of 50 patients operated 
on by Bankart and his colleagues between 1925 and 
1954, the absence of the Bankart lesion was noted on 


*Presented at the annual meeting of the American Osteopathic Acad- 


emy of Orthopedics, Boston, October 29, 1958. 
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the operative reports in 11 cases.* However, second in 
frequency to the presence of the “typical” Bankart 
lesion is the finding of capsular stripping from its at- 
tachment to the glenoid rim and neck of the scapula, 
with or without involvement of the glenoid labrum. 
Reports of stripping of the capsule from the humeral 
neck insertion usually represent enlarged arid torn bur- 


sal openings into the joint, as a result of one or more - 


dislocations. 


Fig. 1. Detachment of glenoid labrum and stripping of the capsule 
from glenoid rim. 


Inadequate supporting musculotendinous struc- 
tures, with most interest centering on the subscapularis, 
has been another theory in the etiology of recurrent 
dislocation of the shoulder. That is, a lax or high in- 
sertion of the subscapularis would not form a stable 
anterior buttress to the humeral head. In a case report- 
ed by Magnuson,‘ the subscapularis tendon was found 
to be free from the capsule throughout its insertion. 
When the arm was abducted and externally rotated, 
the tendon would slip up between the head of the hu- 
merus and glenoid cavity, leaving no protection to the 
inferior half of the shoulder joint anteriorly. The pos- 
sibility of a congenital variation in the breadth or in- 
sertion of the subscapularis has been considered by 
Magnuson and Stack,® but has received little support 
from observations at surgery. 

A notched defect in the posterior aspect of the 
humeral head has often been described in connection 
with dislocations of the shoulder, and has been reported 
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as occurring in a high percentage of cases of recurrent 
anterior dislocations. To demonstrate the defect ade- 
quately, several roentgenographic films must be ex- 
posed, with the arm in various degrees of internal 
rotation. Opinions differ as to whether this defect is 
congenital or results from trauma. Theoretically, with 
the head of the humerus in external rotation and an- 
terior subluxation, the notched defect, by engaging the 
anterior rim of the glenoid, could lever a subluxation 
into dislocation. 

The present-day surgical correction of recurrent 
anterior dislocation of the shoulder centers about cap- 
sular repairs and musculotendinous transplants, with 
occasionally a combination of the two. The capsular 
repair advocated by Bankart consists of reattachment 
of the capsule to the glenoid, discarding the labrum if 
it has been torn loose. A further refinement of Ban- 
kart’s original technic is seen in the Putti-Platt technic, 
in which in addition to repair of the Bankart lesion, the 
capsule and subscapularis tendon are overlapped, thus 
giving a “double-breast” type of supportive buttress. 
Procedures for musculotendinous transplant include 
the Magnuson-Stack technic, in which the subscapu- 
laris insertion is transplanted from the lesser tuberosi- 
ty laterally to the area of the greater tuberosity of the 
humerus ; the Dickson-O’Dell technic, whereby the pec- 
toralis minor tendon is transplanted from the coracoid 
process to the greater tuberosity of the humerus; and 
the Nicola technic, a form of intra-articular suspension, 
rerouting the tendon of the long head of the biceps 
through the humeral head. The success of any of these 


commonly used technics depends on limitation of exter- . 


nal rotation and resistance to the anterior thrust of the 
humeral head by operative scarring and shortened cap- 
sular and musculotendinous structures. The average 
loss of external rotation, using the capsular type of re- 
pair, is approximately 15 to 20 degrees—slightly more 
in the Magnuson-Stack and Dickson-O’Dell procedures. 
The high incidence of failures when the Nicola technic 
is used is best explained on the basis that it fails to 
limit external rotation sufficiently. The mild restriction 
of external rotation resulting from the former proce- 
dures will in no way detract from the function and 
stability of the shoulder. Incidence of recurrence is 
less than 3 to 4 per cent in the procedures briefly out- 
lined—with the exception of the Nicola technic which 
carries a recurrence rate of 35 to 40 per cent. 


Surgical technic 


A sandbag is placed behind the affected shoulder 
and the arm is draped with sterile stockinette so that 
full movement of the arm and shoulder is possible. 
Adequate surgical exposure is essential; accordingly, 
the incision starts at the tip of the acromion and runs 
distally well into the deltopectoral groove. The incision 
has a slight curve medially, near the proximal one- 
third, overlying the coracoid process (Fig. 2.). Skin 
edges are draped and secured with Michel clips, and 
blunt dissection is started in the distal aspect of the 
wound, until the cephalic vein is found which delineates 
the deltopectoral groove. The dissection is then con- 
tinued proximally and lateral to the cephalic vein. 
Should ligation or excision of the cephalic vein be nec- 
essary, it is of no consequence. The anterior deltoid 
musculature is readily separated by blunt dissection 
back to the clavicle, and in this area the thoraco- 
acromial artery, a troublesome bleeder, will be found 
and will require ligation. The deltoid hood is folded 
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Fig. 2. Incision for operative treatment. 


laterally by lifting the anterior third of its hoodlike 
origin from the clavicle with a sharp periosteal elevator. 
Should this still not give adequate exposure, the distal 
aspect of the muscle may be transversely incised for 
approximately 1 inch (Fig. 3). Prior to osteotomy of 
the coracoid process, for ease in reattachment a small 
hole is drilled obliquely from the tip to a point near the 
base. The coracoid process is osteotomized for ap- 
proximately 14 to % inch and reflected distally, with 
the common tendons of the pectoralis minor, coraco- 
brachialis, and short head of the biceps (Fig. 4). Cau- 
tion is necessary to prevent injury by undue traction on 
the musculocutaneous nerve entering the belly of the 
coracobrachialis muscle on its under surface. 

The next layer is the subscapularis muscle and 
tendon, which is more adequately exposed when placed 
under tension by externally rotating the humerus. The 
subscapularis tendon is intimately blended with the 
capsule laterally, near its insertion into the lesser tuber- 
osity, and an incision here will transect both. Near the 
inferior aspect of the subscapularis will be found three 


Fig. 3. Reflection of deltoid hood. 
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veins and a branch of the anterior humeral circumflex 
artery running parallel with the tendinous fibers, which 
will require ligation. By passing a curved Kelly or 
grooved director underneath the muscular area of the 
muscle, and working it laterally, the subscapularis ten- 
don can be tenotomized without serving the capsule 
(Fig. 5). However, during the division of the muscle, 
several retention sutures should be placed proximal to 
the line of division, inasmuch as the muscle will tend 
to retract from the surgical field. 

The capsule is now exposed and may show a de- 
fect through which the humeral head may be seen. In 
most cases the capsule will appear normal at this point, 
and it is not until it is incised, paralleling the anterior 
margin of the glenoid, that any specific abnormality 
will be noted (Fig. 6). In the majority of cases, a 
typical Bankart lesion will be found, marked by thin- 
ning of the anterior and inferior portions of the glenoid 
labrum and the separation of this structure from its 
normal attachment to the bony rim of the glenoid fossa. 


Fig. 4. Osteotomy of the coracoid process. 


The bony rim in these cases is irregular and eburnated, 
with occasional osteophytic lipping. The glenoid labrum 
may be degenerated and displaced into the joint, much 
like the bucket-handle type of torn meniscus of the 
knee. In a few cases, the labrum will be found firmly 
attached and the defect entirely capsular, the capsule 
being stripped up from its attachment to the glenoid 
rim and scapular neck, with associated stretching of the 
subscapular recess. Prior to any attempt at repair, the 
remainder of the glenohumeral articulation should be 
inspected for the presence of osteocartilaginous joint 
mice and then thoroughly irrigated with saline (Fig. 7). 
If the labrum is detached, it is removed at its points of 
detachment. If the labrum is firmly attached, and the 
defect is capsular, the labrum is not disturbed. In either 
case, the eburnated glenoid rim is thoroughly curetted 
to bleeding bone, and 2 or 3 small holes are drilled in 
the anterior and inferior aspect of the glenoid. The 
drilling of these holes is tedious and requires an alert 
assistant to keep the humeral head well out of the field 
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Subscapularis 


Fig. 5. Tenotomy of the subscapularis. 


by means of a suitable retractor (Fig. 8). A_ right- 
angled dental drill shortens the drilling procedure but 
its use is not essential, since a stout curved needle or 
towel clamp can readily be utilized. Heavy chromic 
sutures are passed through all the holes before any one 
suture is tied to the capsule. The closure of the capsule 
to the prepared glenoid rim is done with the humerus 
internally rotated (Fig. 9). The divided subscapularis 
tendon is closed with a mattress-type chromic suture. 
The reattachment of the osteotomized coracoid process 
is readily facilitated by the presence of the drill hole. 
The reflected anterior portion of the deltoid hood is 
likewise secured to periosteal and fascial remnants on 
the clavicle, and the deep fascia closed with a continu- 
ous chromic suture. Subcuticular suturing of the in- 
tegument will minimize scar formation. 

While the patient is still in the operating room, 
the extremity is immobilized by a modified Velpeau 
type dressing of Ace bandages, reinforced by elasto- 
plast. An ABD pad is placed in the axilla and about 
the elbow. The upper arm lies on the anterior and 


Fig. 6. Capsular incision. 
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Fig. 7. Gl h al P e. 


lateral aspect of the thorax, with the forearm across the 
chest. The elbow is at approximately 80 to 90 degrees 
of flexion. The wrist, hand, and fingers are left free. 
Immobilization is continued for 3 to 4 weeks, with 
periodic changing of the pads and adjustment of the 
bandages as necessary. This is followed by use of a 
sling and circumduction exercises for 2 weeks, and 
then moderate use of the shoulder, with no forced ab- 
duction or external rotation during the next 6 weeks. 
Clinical follow-up of these patients will reveal excellent 
functioning and stability of the shoulder, with the ex- 
ception of a few degrees of limitation in external rota- 
tion, which often is not apparent to the patient. 


Summary and conclusions 


Although the cause of recurrent anterior disloca- 
tion of the shoulder has not been definitely established, 


Fig. 8. Preparation of the glenoid rim. 
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the incidence is highest in cases in which the initial dis- 
location was not adequately immobilized. The path- 
ologic lesion most commonly found at operation is the 
Bankart lesion, in which the glenoid labrum is detached 
from the rim of the bony glenoid, or some variation of 
this condition. Bankart’s surgical technic for capsular 
repair, detailed in this article, remains the most reliable 
procedure for the correction of recurrent anterior dislo- 


cation of the shoulder. 
1940 El Cajon Blvd. 


Fig. 9. Completed capsular repair. 
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Discussion 


James C. Bottn, Jr., D.O., Kansas City, Mis- 
souri: Dr. Segel has given an excellent presentation 
and has left little to say in the form of discussion. I 
wish to congratulate the doctor on this paper. 

I would like to dwell a few minutes on the re- 
sponsibility not only of the specialist but of the general 
practitioner, who is usually the first to see the patient 
with a primary dislocation. There has been in the past 
too great a tendency to treat this condition with a laxity 
that has many times caused needless surgery and much 
suffering. Only the patient who has experienced a 
chronic dislocation can really know the disability that 
results from such a condition. This is especially true 
of the young person who is interested in athletics, or 
the industrial worker who needs to perform strenuous 
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physical activity involving his shoulders. If we insisted 
upon proper immobilization at the time of the initial 
injury, and carefully followed these cases through to 
the conclusion, I am quite sure that we could reduce 
the number of chronic recurring dislocations of the 
shoulder. Too many times, however, the patient is 
anxious to resume football, or the worker is anxious 
to resume his job, and if such activities are attempted 
too soon, the chance of redislocation is extremely high. 

Adequate immobilization at the time of the initial 
injury is extremely important to establish, in a sense, a 
capsulitis. In dealing with the initial injury, gentleness 
in reduction, in my opinion, is also extremely important 
for satisfactory recovery. Unnecessary force has often 
been used, causing additional overstretching and tearing 
of the capsule and overstretching of the involved 
muscle. Reduction in most instances should be ex- 
tremely simple and can be carried out and properly 
done with little pain to the patient. It is seldom that a 
general anesthetic is necessary for the reduction of this 
dislocation, 

It was Bankart’s belief that the mechanism of dis- 
location in cases subject to recurrence differed from 
that in single cases. However, it is my belief that re- 
peated dislocations are chiefly the result of insufficient 
immobilization at the time of initial injury, and too 
much application of force rather than skill in the re- 
duction of dislocations. Although glenohumeral detach- 
ment occurs in most cases of this dislocation, it is not 
the essential lesion and recurrent dislocations can and 
do happen in its absence. In one series, 85 per cent 
of the reported cases showed the typical Bankart lesion, 
and all shoulders showed stretching of the subscapular 
recess.1 There may be some objection to the Bankart 
operation on the grounds that it is applicable only in 
cases with the typical Bankart lesion, but this of course 
is not true, because the redundant part of the anterior 
capsule can be excised and the free edge of the remain- 
ing portion of the capsule sutured soundly to the 
labrum or glenoid margin. 

In determining the type of procedure to be used 
or the site of the injury, perhaps arthrographic studies? 
could aid in visualizing the dislocation and the tear in 
the capsule. With dislocation of the scapular gleno- 
humeral joint, the capsule is always torn, increasing the 
liquid volume capacity of the shoulder joint. In the 
absence of the associated tear in the rotator cuff mech- 
anism, the material injected intra-articularly passes out 
of the joint into the region of the subscapular bursa. 
If a rupture is present, the subacromial bursa will be 
visualized despite the decompression that occurs as a 
result of the tear near the glenoid labrum. If arthro- 
graphic studies were done before surgical. treatment, 
they might be of value in determining the site of injury 
and the type of procedure to be used for fixation. 

There are several methods of surgical correction 
of the recurrent dislocated shoulder, including the 
Putti-Platt type of repair. Of all methods, the Nicola 
technic, a form of interarticular suspension in which 
the biceps tendon is rerouted through the humeral head, 
gives the greatest instance of recurrent dislocation. It 
is also now being found that over a period of years 
there is a tendency for eventual rupture of the biceps 
tendon in these cases. For these reasons it is my opin- 
ion that this particular procedure will soon be discarded 
by the majority of the orthopedic surgeons. 

In conclusion, Dickson and Devas: express my 
sentiments when they say that Bankart’s operation does 
prevent recurrent dislocation of the shoulder and that 
in most cases the shoulder becomes stable and painless, 
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without appreciable loss of lateral rotation. By his close 
observation of the pathologic changes in the joint, and 
the soundness and logic of his technic for repair, Ban- 
kart established one of the most reliable procedures for 
the cure of recurrent dislocation. 
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Discussion 

Jack D. Hutcuison, D.O., Columbus, Ohio: A 
rather exhaustive search of the literature has revealed 
almost universal acceptance of the pathogenesis in re- 
current dislocating shoulder as described by Bankart 
and reviewed here by Dr. Segel. There is also wide- 
spread acceptance by many outstanding authorities that 
the Bankart procedure, so well described by Dr. Segel, 
is also the procedure of choice giving the lowest inci- 
dence of recurrence and the greatest percentage of re- 
turn to nearly physiologic motion and function. 

My experience with surgical repair of recurrent 
dislocation of the shoulder has been limited, and my 
efforts have been confined to the Bankart procedure en- 
tirely. There are certain difficulties which arise in the 
Bankart procedure, particularly that of placing the 
small drill holes in the glenoid rim through which the 
sutures are passed that secure the capsule to the pre- 
pared bony rim. This apparently has been a technical 
difficulty with many operators, and Du Toit and Roux 
report that as early as 1931 Fouché accomplished this 
step by using chisel-pointed staples introduced through 
the capsule and into the glenoid rim, thus securing ade- 
quate fixation without drill holes and suturing. 

Du Toit and Roux’ have described an operative 
technic similar to that described by Dr. Segel, also us- 
ing the deltopectoral approach. The deltoid and cephalic 
veins are retracted laterally, and the areolar tissue 
lying on the subscapularis is separated by blunt dissec- 
tion. The subscapularis is exposed after retracting the 
coracobrachialis and biceps medially and externally ro- 
tating the humerus. Through a split in the subscapu- 
laris, along the line of its fibers from its bony insertion 
medially for approximately 3 inches, the capsule of the 
joint is exposed. The capsule is then opened along the 
line of its fibers, and the head of the humerus, anterior 
margin of the glenoid, and associated lesion of the 
labrum are exposed. If the labrum is completely de- 
tached, it is removed, and the glenoid rim freshened, 
and the capsule secured to the rim usually with two 
stainless steel staples. The wound is then closed in 
layers. It should be noted that the staples should not 
be inserted so firmly as to cause an ischemic necrosis of 
the soft tissue structures. A high percentage of quite 
satisfactory results is claimed for the procedure. 

I wish to commend Dr. Segel for his excellent 
presentation of the history, pathology, and surgical © 
technic utilizing the Bankart procedure for recurrent 
dislocation of the shoulder. 
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OTITIS EXTERNA* 


WILLIAM H. LUM, D.O. 


Providence, R. I. 


O TITIS EXTERNA is not a disease entity but 
a grouping of varied disease conditions on an anatomic 
basis. These can be classified as (1) dermatosis, in 
which the ear is subject to some of the skin diseases 
of the rest of the body; (2) allergy, including contact 
dermatitis, atopic dermatitis, and neurodermatitis ; and 
(3) infection, including circumscribed or furuncular, 
the diffuse, and mycotic types. It is with this last group, 
the infections, that this presentation will be chiefly 
concerned. 

The normal defense mechanism of the skin in the 
ear is dependent on several conditions. First, it must 
remain intact. To respond to irritation by digging with 
a match stick, bobby pin, fingernail, or cotton swab in- 
vites a break in the skin surface and therefore in the 
defense. Patients should be taught that an uncom- 
fortable ear needs prompt professional care, not trauma. 

Fabricant’? has called attention to the fact that the 
“acid mantle” of the skin is necessary for resistance to 
infection and that alkaline areas are less bactericidal. 
Seborrheic areas are more alkaline, as are areas of 
vesicular eczema and those of fissured dryness. Acidity 
is favored by the cornified cells and secretions of the 
sebaceous and apocrine glands. Atrophy*® of glandular 
components of the ear canal resulting from obstruction, 
edema, or infection, leads to dryness and pruritus. This 
is followed by trauma and invasion by pathogenic or- 
ganisms, and a fully developed case of external otitis 
is thus established. 


The predominant organisms in the majority of 
cases of diffuse external otitis are gram-negative: 
Pseudomonas (Bacillus pyocyaneous), Proteus vul- 
garis, and aerobacter. Next most common are the gram- 
positive organisms: Staphylococcus aureus and albus, 
and nonhemolytic streptococcus, Least common are the 
various fungi, usually candida (monilia) or aspergillus. 
For the worst offenders, pseudomonas and proteus, 
there is at present no specific treatment. 


It has not been my custom to run routine cultures 
at the time of the initial visits of patients with external 
otitis. It is an added expense to the patient and seldom 
provides information of significant clinical value, since 
the cultures usually show the common organisms. If, 
on the other hand, response is not satisfactory after 
a reasonable period, I stop all treatment for a day or 
2 and take a specimen for culture and sensitivity tests. 

*Presented at the annual meeting of the Osteopathic College of 


Ophthalmology and Otorhinolaryngology, Philadelphia, Pennsylvania, 
September 29, 1958. 


The first principle in management of acute otitis 
externa should be relief of pain. Pain is usually what 
prompts the patient to consult the physician and is 
paramount in his mind. Aspirin should be prescribed 
in 10-grain doses, supplemented by % grain of codeine 
if needed, and a sedative if sleep has been or is likely 
to be interrupted. Application of heat, either dry or 
moist, may be comforting. 

Cleansing of the ear canal is of utmost importance 
before any other treatment is instituted. This cleansing 
should be gentle but thorough, using a delicate applica- 
tor and tiny wisps of cotton, first dry, then moistened 
with alcohol, and again dry. If there is no drum per- 
foration, one may resort to syringing for removal of 
adherent debris. Suction with a fine flexible cannula 
may help, preceded by instillation of water or peroxide. 
To thoroughly dry the canal without trauma, grain al- 
cohol may be instilled followed by compressed air 
blown gently into the canal to cause evaporation. 


Having achieved a clean, dry external canal, one 
may wish to make topical application of an antiseptic. 
Selection of the most appropriate drugs for use in ex- 
ternal otitis was aided by a study* which evaluated 
twenty chemicals and combinations in their antiseptic 
action against twenty fungi and against the six most 
frequently found bacteria. Ranking very high in anti- 
fungal and antibacterial activity were the following: 
tincture of Merthiolate with and without thymol; a 
combination of thymol, Merthiolate solution, and alco- 
hol; 2 per cent thymol in 70 per cent alcohol; and 
metacresylacetate (Cresatin). Since most cases of ex- 
ternal otitis are caused by pseudomonas, it is logical to 
start treatment with a preparation containing at least 
one of the drugs known to be fairly effective against 
this organism. These include Cresatin, polymyxin, and 
Terramycin. 


If there is swelling or pain, Cresatin can be placed 
in the ear on a wick which fills the canal but not too 
tightly. This drug has an effective threefold action, 
analgesic, antibacterial, and decongestant, and a desir- 
able acid reaction, with a pH of 5.4. Twenty-four hours 
later the wick is removed, cleansing carried out as de- 
scribed above, and a larger wick inserted, since the 
swelling will be somewhat decreased. If there is 
marked improvement, the patient may continue the 
treatment at home, using 50 per cent Cresatin in olive 
oil on the wick, 4 drops every 4 hours for 2 days. 


On final removal of the wick, the patient may be 
instructed to continue using the dilute Cresatin, 5 or 6 
drops 2 or 3 times a day, for several days. The whiten- 
ing, loosening, and gradual exfoliation of the outer 
layer of skin in the first 2 or 3 days seems to have a 
beneficial effect in going deep and giving the canal skin 
a fresh start, especially in long-standing chronic cases 
or those suggesting mycotic infection. 


If, on the first visit, the canal is not only markedly 
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swollen but also wet and weeping, one may prefer to 
use compresses of Burow’s solution, either full or half 
strength, for 24 to 48 hours or until the swelling and 
weeping have subsided. Addition of 1 per cent thymol 
increases the general effectiveness of the solution, and 
adding 5 per cent acetic acid renders it quite effective 
against pseudomonas. Cresatin is more irritating in the 
moist ear. 

Polymyxin (Aerosporin otic) is the most effective 
remedy in pseudomonas infections. It is nontoxic, and 
it is practically unknown for it to cause sensitivity. It 
is hygroscopic and spreads quickly, and its acetic acid 
content restores the desirable pH to the skin surface. It 
can be used on a wick or prescribed as ear drops. If a 
mycotic infection is suspected, a mixture of two parts 
of polymyxin to one part of Cresatin and thymol may 
be effective. Combined with bacitracin in an ointment 
(Polysporin), polymyxin is useful in the dry scaly type 
of eczema of the canal. If there is marked preauricular 
swelling and an elevation of body temperature, the local 
treatment should be supplemented by oral or parenteral 
administration of an antibiotic. 

The management of otitis externa could be said to 
consist of two parts: the control of secondary infection, 
and treatment of underlying dermatosis. The corticos- 
teroids are very helpful in treatment of the dermatosis 
in the resistant case and in the chronic recurrent case. 
Striking results can follow topical use of hydrocorti- 
sone where, according to Senturia and associates,’ there 
appears to be malfunction of the epidermal glands. He 
states that the mechanism by which these changes are 
produced is not yet understood but is being studied. 
Cortisporin otic solution, containing hydrocortisone, 
polymyxin, and neomycin, is a valuable combination for 
subacute or resistant otitis. A similar preparation is 
Neo-Cortef, a suspension of cortisone and neomycin. 
These medicaments are best used on a wick for a few 
days and then as drops 2 or 3 times a day, gradually 
tapering off. In the low-grade chronic or recurrent 
case, with the problem of lowered local resistance to 
infection as well as incessant itching and trauma from 
scratching, hydrocortisone with neomycin may be more 
helpful in an ointment form because of the lubricant 
property. The patient can be instructed in the proper 
method of self-application. This may need to be con- 
tinued for weeks or months, to allay recurrent inflam- 
mation, itching, and scratching, while the skin returns 
slowly to normal. 

All physicians have witnessed the increased sea- 
sonal incidence and recurrence of otitis externa in 
summer months, and its prevention is a real problem. 
Senturia and Carruthers® believe that certain forms of 
acute and chronic external otitis are due to edema of 
the top layer of the skin of the ear canal and that this 
edema results from persistent high temperature and 
humidity, or from repeated wetting of the ear canal 
by frequent swimming or bathing. This edema pro- 
duces plugging of the ducts of the apocrine or seba- 
ceous glands, which deprives the skin of its normal oil 
protective covering and sets up ideal conditions for 
bacterial growth. Based on this concept of pathogenesis 
and on chemical findings, these investigators hope 
shortly to develop a synthetic ear wax for use in com- 
bating such loss of protective oil. 

McLaurin and Raggio’ have used a silicone prepa- 
ration as a water-repellent coating (Dow Corning 200 
Fluid—viscosity 500) of the ear canal for seasonal 
prevention of otitis externa. The coating did not alter 
hearing; and of 165 patients none proved sensitive to 
it. One-half ounce was dispensed and instillation made 
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in the ear canals every third day during the time the 
ear would be exposed to excessive moisture. 

Another fairly effective method of prophylaxis is 
the use of 10 per cent boric acid ointment as a protec- 
tive coating in the canals after all evidence of infection 
has disappeared. Branca* advocates that the patient 
apply it three times a week for some time, and also 
before and after swimming. He tested this method in 
his patients by. applying the ointment to one ear but 
not the other, or treating one member of a family but 
not a sibling. Those given boric acid were seen for 
recurrences much less often than those who were not 
treated. This method has reduced the number of repeat 
office visits by 75 per cent. It is imperative that the 
patient be warned to resist the tendency to scratch and 
thereby initiate recurrences. 

Numerous otic preparations in oily vehicles have 


‘lately appeared. However, Senturia and his co-work- 


ers’ have concluded from controlled studies that a 
simple aqueous vehicle brings as good clinical results 
as a propylene glycol or a glycerol vehicle. On occasion, 
a dry powder will be found helpful in treating an 
acutely infected ear. The appropriate powder can be 
mixed with boric acid powder in a ratio of approxi- 
mately 1:4, and lightly dusted in the ear. When on the 
patient’s subsequent visits, flakes of dry powder are 
visible on the canal wall, it is evident that the discharg- 
ing phase is completely over. One may choose, for 
example, Aureomycin, Chloromycetin, Terramycin, 
polymyxin, or one of the sulfas. 

An agent which has been included in several ear- 
drop preparations lately is urea, or carbamide. It has 
merit for purposes of debridement, digestion of pus, 
and reduction of odor. It is harmless to normal tissue. 
Some of the urea-containing preparations are Otosmo- 
san, glycerite of hydrogen peroxide, and Otomide. I 
have recently been trying Tryptar ointment for the 
same purposes ; this ointment combines trypsin, chymo- 
trypsin, bacitracin, and polymyxin. 

One type of infection,’ either resistant or recur- 
rent, is marked by loose serum crusts in the canal and 
sometimes on the concha and behind the ear. On re- 
moval of the crusts, there is a raw, hyperemic, oozing 
surface. Sometimes the ears are dry, with flaky scales. 
The condition is staphylococcic eczematoid dermatitis 
—a localized allergy to the staphylococcus exotoxin. 
Patients are successfuly treated by desensitization with 
staphylococcus toxoid as described by Hansel, and 
topical application of hydrocortisone with neomycin. 

There are many other forms of treatment of otitis 
externa. Some of the older, well-known remedies in- 
cluded acriflavine, boric and salicylic acids in alcohol, 
and silver nitrate. Preparations such as aqueous gen- 
tian violet or brilliant green can be applied in the canal, 
dried with compressed air and then irradiated with an 
ultraviolet orificial applicator. 

Sulfamylon in 1 to 5 per cent solution can be used 
locally. There is a 5 per cent Sulfamylon solution in 
propylene glycol containing 5 per cent benzocaine, the 
latter proving advantageous if local anesthetic action 
is also indicated. The pH, 4.5 to 5.0, is desirable. 

_Chloromycetin is available in an otic solution, 0.5 
per cent. This turned the tide in one of my most re- 
sistant diffuse cases, after several other preparations 
had brought equivocal results. 

Dibromsalicylaldehyde (Dalyde) ointment 2 per 
cent is effective against gram-negative organisms and 
fungi. Once the infection is controlled, the powder 
form may be preferred. However, the pH is 8, slightly 
on the undesirable alkaline side. , 
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Acetic acid 2 to 5 per cent may be added to otic 
solutions to render them acid. The acetic acid in house- 
hold vinegar is fairly effective by itself and is some- 
times helpful if there is to be a delay before the phy- 
sician can see the patient. 


Summary 


From personal experience and from some of the 
recent literature, an outline of the management of dif- 
fuse otitis externa has been presented. Factors in the 
defense of the ear skin against infection are: first, the 
intact skin unbroken by scratching or disease ; and sec- 
ond, the “acid mantle” encouraged and maintained by 
normally functioning sebaceous and apocrine glands. 

Treatments advocated include drugs to relieve pain, 
thorough gentle cleansing, and application of selected 
local remedies to control the infection. Prophylaxis 


CASE REPORT 


Rapidly progressing 


ovarian tumor postpartum* 


HAROLD C. BRUCKNER, D.O., and 
ISRAEL W. CAPLITZ, D.O. 
Flint, Michigan 


_ OVARY Is not only a frequent site of 
tumor formation, but the neoplasms are of many varie- 
ties and may contain tissues not among normal ovarian 
components. In approximately 95 per cent of cases, 
these tumors will be cystic.! Although many attempts 
have been made to classify or group ovarian tumors, 
no classification of pathologic changes is universally 
used or accepted, primarily because the structure and 
function of the organ are extremely complex. Perhaps 
the variety of benign growths which occur at any stage 
of the female life cycle presents the chief difficulty in 
classification, for some of these are real neoplasms and 
others merely retention cysts.2 There is need for a 
clinical classification of ovarian pathologic conditions, 
for one can rarely determine the type of tumor or cyst 
before an operation, and even then the surgeon must 
depend on the microscopic report of the pathologist to 
ascertain the histologic derivation and establish the final 
diagnosis. This report is presented with the realization 
that the origin and histogenesis of some ovarian tumors 
are unknown or in dispute. 

The ovary owes its hormonal control primarily to 
two pituitary principles: (1) prolan A, or follicle- 
stimulating hormone, which controls maturation of the 
ovarian follicles and consequently the production of the 
follicular hormone estrogen, and (2) prolan B, a lute- 
inizing hormone which controls luteinization of the 


*From the Obstetrical and Gynecological Service, Flint Osteopathic 
Hospital, Flint, Michigan. Dr. Bruckner is chief of the Service, and Dr. 
Caplitz is senior resident. 
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against recurrence includes relief of itching, avoidance 
of scratching, and prevention of exposure to water. 
1257 Narragansett Blvd. 
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ruptured follicle and in turn the production of the luteal 
hormone progesterone.” 

The mature ovarian follicle ruptures at about the 
middle of the menstrual cycle, and as a result of the 
action of prolan B the ruptured follicle changes into 
corpus luteum. This new structure continues the secre- 
tion of estrogen and initiates the secretion of proges- 
terone. If conception fails to occur, the corpus luteum 
atrophies, initiating endometrial breakdown and the 
ensuing menstruation. However, if pregnancy does oc- 
cur the corpus luteum is nourished, continuing to 
develop and produce progesterone, and in this manner 
exerts its profound effect on the maintenance of the 
pregnancy. This effect persists during the first trimes- 
ter of pregnancy and even into the early part of the 
second trimester but rarely beyond the fifth month of 
gestation. The corpus luteum usually decreases when 
the production of progesterone is undertaken by the 
placenta. 

Ovarian cysts develop by cystic distention of folli- 
cles, corpora lutea, or luteinized corpora atretica. Cysts, 
therefore, represent an increase in retained fluid, in 
contrast to cystomas, which are formed by the prolif- 
erative activity of lining cells. The epithelium tends 
to become flattened or lost, under the pressure of in- 
creased distention. Consequently, cysts never become 
papillomatous or multilocular, although grossly they 
may appear to be so. Corpus luteum cysts, which de- 
velop from cystic changes in the corpus luteum of men- 
struation or pregnancy, are usually solitary and uni- 
lateral. They usually are less than 6 cm. in diameter, 
but occasionally attain a larger size and actively show 
the above outlined characteristics of development. 
Crossen,? in his clinical classification of diseases of the 
ovary and parovarium, lists prolapse of the ovary and 
circulatory changes as a separate entity. It is easily 
understood that interference with the circulation to the 
ovary may cause it to become edematous and cystic. 
Uterine retrodisplacement, with consequent prolapse of 
the ovaries, is a common cause of impeded circulation, 
either alone or in conjunction with a twist of the pedicle, 
which may lead to gangrene of the ovary and tubo- 
ovarian pedicle. A large heavy ovary is likely to sink 
low in the pelvis, especially if the supporting attachments 
are weakened through subinvolution, as after labor.* 


A recent case, which in retrospect very aptly re- 
vealed many of the aforementioned characteristics and 
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processes, was the object of intensive study and dis- 
cussion in the departments of obstetrics and gynecology, 
surgery, and pathology at the Flint Osteopathic Hos- 


pital. 


Case report 


The patient, a 22-year-old white woman, para 1, 
gravida 2 (1-0-0-1). At the time of her admission to the 
hospital she was in early active labor, showing no signs 
of toxemia or other pathologic conditions. Blood studies 
showed the erythrocyte count to be 3,920,000, hemo- 
globin level 12.8 grams, color index 1.0, and hematocrit 
37 per cent ; the leukocyte count was 10, 500, with a dif- 
ferential count normal for pregnancy. Results of uri- 
nalysis were negative. The fetus appeared to be at 
term; the head was engaged in the right occipitotrans- 
verse position. The cervix was approximately 40 per 
cent effaced and dilated to 3 cm. Contractions were 
firm at 4-minute intervals and lasting 25 to 30 seconds. 

The prenatal course had been normal, with the 
total weight gain 20 pounds, and the blood pressure 
constant at 120/64 to 124/70. No proteinuria or edema 
had been noted at any time, and routine pelvic exami- 
nations at each trimester revealed no significant cervical, 
vaginal, or adnexal findings. 

Labor progressed smoothly, the first stage being 
completed in 61%4 hours. The second stage lasted 5 min- 
utes, and a male infant weighing 7 pounds 5 ounces 
and measuring 194 inches was delivered spontaneously 
under pudendal block anesthesia with oxygen. Episi- 
otomy was not carried out, and there was no laceration. 
The placenta was removed intact with membranes by 
means of a Brandt-Andrews maneuver. The estimated 
blood loss was 200 cc. The uterine cavity was cleaned 
with gauze squares, the cervix was inspected, and rou- 
tine oxytoxic medication was administered. 

The first postpartum day was uneventful. Uterine 
involution progressed, and the vaginal discharge was 
normal. On the second day the patient complained of 
pain in the lower right abdominal quadrant, radiating 
into the inner aspect of the right thigh. The uterus 
was firm and in the midplane. There was moderate 
lochia rubra. No abdominal distention was noted; in- 
testinal function appeared to be normal. On the third 
day, about 74 hours after delivery, the patient com- 


plained of pain in the lower left quadrant also. The 


uterus was not palpable at this time; lochia contin- 
ued moderate and was now rubra-serosa. The abdo- 
men was somewhat distended and dull on percussion, 
but auscultation revealed normal peristalsis. The patient 
had a slight cough, and the lung sounds were some- 
what coarse on inspiration. The blood pressure was 
124/72, pulse 84, and temperature 98.8 F. Five hours 
later the patient reported that the pain was becoming 
more severe and now included the area along the trans- 
verse and descending colon. The abdomen appeared 
more distended and the dull note to percussion was 
still evident. No fluid wave was detected and the ab- 
domen was silent to auscultation. The patient was 
somewhat nauseated. 

A.tentative diagnosis of adynamic ileus was made. 
At this time, the erythrocyte count was 3,700,000, with 
11.1 grams of hemoglobin and 37 per cent hematocrit. 
An enema of normal saline solution was given, with 
fair results. A colon tube was then inserted, and the 
patient appeared to be more comfortable. During the 
next few hours, however, the abdominal distention 
gradually increased and the pain again became severe, 
involving the entire abdomen. Approximately 87 hours 
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postpartum, the patient vomited 350 cc. of dark brown 
material. The blood pressure was now 114/62, tem- 
perature 99.0 F, and the pulse rate 112. The abdomen 
was extremely tender to palpation, and the patient was 
beginning to show evidence of dehydration. The eryth- 
rocyte count was 3,450,000, with hemoglobin of 10.5 
grams and hematocrit 36 per cent. Roentgenographic 
examination showed a moderately diffuse increase in 
density over the entire abdomen and extending into 
the pelvis, partially obscuring the normal pelvic archi- 
tecture. Change in position did not alter the appearance 
of this density. The flank lines were intact, and the 
shadow appeared to be characteristic of fluid which is 
not free on the peritoneal surface. A specific mass 
could not be outlined, but the x-ray appearance was 
thought to represent a possibly enlarged uterus. Pelvic 
examination showed that the uterus appeared to be en- 
larged and firm, with the walls markedly thickened, 
rigidly fixed in the cul-de-sac, and very tender. It 
seemed to occupy the entire pelvis which was especially 
tender in the fornices. The cervical os was open and 
the uterus was adequately discharging lochia rubra- 
serosa. 

Consultation with the Department of Surgery sub- 
stantiated the tentative diagnosis of early adynamic 
intestinal obstruction complicated by a possible Couve- 
laire’s uterus, and the patient was prepared for lapa- 
rotomy. The possibility of an ovarian cyst had been 
considered but discarded primarily because of the very 
rapid increase in size of the abdomen. In the 2 hours 
immediately preceding laparotomy, the abdomen in- 
creased from the size of 7 months’ gestation to that 
approaching 9 months. 

-The abdomen was entered through a lower midline 
incision and immediately a gangrenous mass was en- 
countered. On further exposure, the mass was found 
to be a huge right ovarian tumor twisted on the tubo- 
ovarian pedicle, with marked engorgement of the tube. 
The tumor measured 20 to 25 cm. in diameter, occupied 
the entire right half and upper left quadrant of the 
abdomen, and contained a cloudy mucilaginous fluid 
which was homogeneous. There did not appear to be 
any other material within the mass proper. The uterus 
was subinvoluted, firm, and in a normal position di- 
rectly behind the tumor. The left tube and ovary were 
essentially normal. The small bowel seemed to be some- 
what dilated; however, there was no evidence of any 
edema within the walls of the small bowel itself. 

The tumor mass could not be removed intact, so a 
stab wound was made and approximately 5,000 cc. of 
fluid were aspirated. The wall of the tumor was % to 
¥% inches thick. The tumor mass was then removed, 
together with the right tubo-ovarian pedicle. A Penrose 
drain was inserted and the abdomen was closed. The 
appendix had been removed at some time in the past. 

The postoperative diagnosis was pseudomucinous 
cystadenoma of the right ovary, strangulated on the 
twisted tubo-ovarian pedicle. The patient’s convales- 
cence was uneventful. The Miller-Abbott tube was 
removed on the fourth postoperative day, wound heal- 
ing was good, and the patient was dismissed on the 
seventh day, in satisfactory condition. 

The pathologist’s report described the sanigicak 
specimen as an ovary weighing 583.5 grams and meas- 
uring 230 to 200 mm. in diameter, with the wall 3 mm. 
thick. The attached oviduct, 55 mm. long, was twisted 
at the base. Microscopic sections gave no evidence of 
neoplastic disease. The stroma showed tremendously 
dilated blood vessels, with extensive hemorrhage and 
large collections of blood and clotted plasma. The lumen 
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Fig. 2. Stroma presents greatly dilated blood vessels with extensive 
hemorrhage and farge ‘collections of blood and clotted plasma. 


of the oviduct was filled with clotted blood and numer- 
ous neutrophils, eosinophils, and plasma cells. There 
was no evidence of malignant growth or of specific in- 
flammation. The pathologist’s diagnosis was strangula- 
tion of the ovary and torsion of the ovarian pedicle. 


Discussion 


The mass removed in this case must be considered 
' a tumor. It may be postulated that the pathologic state 


Fig. 3. Shows diffuse hemorrhage and edema of ovarian stroma, 
with a dilated vein and numerous capillaries. 
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was the result of the persistence of the corpus luteum 
of pregnancy. Such a “corpus luteum persistens” re- 
sults from interference with the normal involution of 
the lutein layer by cystic distention of the corpus 
luteum.’ In this case, the corpus luteum continued to 
grow throughout the pregnancy rather than following 
the normal course of atrophy after the first trimester. 
Recognition of the ovarian tumor during routine pelvic 
examinations would have been most difficult, since its 
position would make it appear to be part of the growing 
uterine mass. 

It may further be postulated that following com- 
pletion of the delivery and involution of the uterus the 
enlarged ovary and tubo-ovarian pedicle sank low in the 
pelvis, further weakening its supporting attachments 
and increasing the torsion of the already twisted pedicle. 
The effect of such torsion is to impede the circulation 
of blood in the tumor, affecting the veins first, so that 
the return flow of venous blood is blocked. The vessels 
become engorged, and eventually there is hemorrhage 
into the interior of the tumor, either by extravasation 
or by actual rupture of a vein. This was felt to be true 
in the case described, where torsion impeded blood flow 
in the veins, but not the arteries. 

The rapid growth of the tumor mass was a direct 
result of this phenomenon. If the condition had been 
left untreated, the end result would probably have been 
thrombosis of the vessels and extravasation of bloody 
fluid into the peritoneal cavity, followed by necrosis of 
the tumor and possibly peritonitis. The mistaken post- 
operative diagnosis of pseudomucinous cystadenoma is 
understandable, since at operation the gross appearance 
of the tumor was papillomatous, and the true nature 
was apparent only upon microscopic examination. 

This case emphasizes the need for most careful 
and diligent postpartum observation and examination 
of the patient even when delivery is simple and uncom- 
plicated. One must constantly maintain a high index of 
suspicion toward all postpartum complications, and 
prompt diagnosis and dynamic therapy must be the 
rule. 
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Fig. 4. Section of the oviduct shows the lumen to be filled with 
clotted blood and numerous neutrophils, eosinophils, and plasma cells. 
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Medicine at the crossroads 


Careful observers say that the profession of medi- 
cine (and osteopathy) is on the eve of a decisive trans- 
formation. They are not referring to the scientific and 
technologic sides of medicine but are looking at its so- 
ciologic and economic aspects. 

Any doctor who has been in practice for 30 or 
more years will not deny the medical progress made in 
his professional lifetime—since 1920 the science and 
technology of medicine have been revolutionized, and 
the revolution continues, year after year. The same 
doctor, the scientist-technologist-healer, does not, how- 
ever, think of himself as an economic animal, limited in 
his professional activities by traditional business prac- 
tice—the fee for service basis. Physicians generally 
seem unaware that in 1959 the economic side of their 
thinking is nearer to 1909. Nevertheless, since World 
War II, changes in the human situation have increas- 
ingly foreshadowed great and imminent changes in 
medical structure. 

It is true that the older physician is often disturbed 
by what he reads in the newspaper and hears on radio 
and television. He is told through the columns of his 
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official periodicals that a definite move toward “so- 
cialized medicine” is endangering him, his profession, 
and the health service that is rendered the American 
people through him. Like a serial, this story has been 
running for more than a decade. He is warned that 
his patients will be denied the privilege of “free choice” 
of physicians; this he interprets to mean the right to 
choose him. The scarecrow that is held up before him 
is England’s “experiment,” the British National Health 
Service now in its eleventh year of operation. The 
scarecrow successfully stops both thinking and ques- 
tioning on his part. The doctor knows that there con- 
tinues in Washington a bustle of activity over new leg- 
islation affecting medicine, repeated with each new 
Congress, regardless of its political complexion. He 
recalls, however, the big fight in the late ’40’s and early 
’50’s over compulsory health insurance in the Congress 
of the United States. But he is confident that the battle 
was won for the American people (and the profession 
of medicine) when the celebrated freedom-destroying 
Wagner-Murray-Dingell bills were killed. He notes 
there is no effort being made to revive such measures 
and correctly believes that they will not be revived de- 
spite sporadic efforts to the contrary. 

The political administration in Washington con- 
tinues to be in favor with the older doctor on the basis 
of reassurance that it travels down the middle of the 
road. At the same time, he views with disfavor what 
seems to be creeping government encroachment in the 
field of medicine, although he feels that the abatement 
of the fever that marked the fight for compulsory medi- 
cal care is a good sign. Organized medicine fought for 
him the good fight. Collectively he is pretty sure of his 
status. Private, fee-based, solo practice still stands. 
And the spokesmen for American medicine are ever 
watchful in Washington. When they speak, the politi- 
cos are conscious that interests of the doctor are being 
guarded by one of the most powerful and experienced 
volunteer membership agencies in the world—one that 
neither slumbers nor sleeps. 

The young physician (a decade in practice) for 
the most part sees medical practice through the glasses 
of his elders—except that he is more straightforward. 
Practice is a private concession, differing little from 
other business enterprises; his fees are high, but all 
costs are high. And the traffic bears it. Otherwise, why 
is he overworked ? 

The fact is, physicians of all types do not look at 
distant horizons. But storm clouds are there. Medical 
costs have far outdistanced the general rise in cost of 
living, more than doubling since the War. Hospital rates 
continue to mount about 5 per cent per year. The in- 
surance industry is deeply concerned, and it is big busi- 
ness. Between it and its partner, the medical profes- 
sion, there is not only no general agreement, there are 
mounting tensions. 

There is no common climate of opinion on the eco- 
nomic side of medical thinking so far as individual 
physicians are concerned. They remain society’s most 
rugged individualists. Further, the profession is made 
up of various medical groups increasingly engaging in 
struggle. The specialists and general practitioners as 
groups indulge in mutual denigration ; “political” doc- 
tors are self-satisfied, basking in governmental security ; 
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group practitioners and soloists find no common inter- 
est in the patient’s need ; the salaried consider the posi- 
tion of organized medicine or so-called corporate medi- 
cine as hopelessly obsolete. Then there is that growing 
behemoth—“third party” medicine. Its role in the 
transformation of medical practice has not yet been 
determined, nor is its genesis understood by physicians 
who by necessity will be cast to play an important part 
in its further growth. 

These struggles within medicine as a profession 
must not be thought of in personal terms. They are 
group struggles for the most part, and the tensions that 
result are group tensions. In everyday practice the 
relations between types of physicians are maintained 
on a fairly even level. 

The turmoil about medical practice is a result of 
the price of health and the growing demand by society 
that its millions have comprehensive medical care. 
Nearly 2 decades ago, the late Hugh Cabot called the 
matter “the patient’s dilemma.” Within that time the 
dilemma has become an irreversible trend, attested to 
by an increasing flow of books, reports, speeches, and 
surveys that portend impending change in medical 
structure itself, and the tensions mount. 

Clearly, the problem is economic, and its solution 
is medicine’s most pressing challenge. It is the cost 
squeeze that has converted medicine from the doctor’s 
private business to a matter of social concern. In all 
of this everyone must keep in mind the ground out of 
which the tensions have arisen. None can deny that it 
is other than bedrock—the things that make for life 
and that determine death in the individual. 

Since these matters are pre-eminently social con- 
cerns they involve social controls—lamentable perhaps, 
but mandatory. It is obvious that social controls will 
involve a degree of regulation. Economic experts, how- 
ever, believe that regulation does not necessitate a con- 
trolled medical economy—perhaps the greatest fear of 
organized medicine but also a fear of many thoughtful 
people. Paradoxically, complete absence of regulation 
could result in total control of the medical economy. 
How and why? By a cost-frustrated people who consid- 
er comprehensive medical care as a matter of their right 
and will have it eventually by one way or another. This 
they did in England in July 1948. State medicine in 
England, despite the wrangling over the details of 
remuneration that will long continue, is now acknowl- 
edged as a distinct gain. Although the American press 
remains silent, there is a growing awareness that 98 
per cent of the English people are registered users of 
the National Health Service, and that it is no longer a 
political issue since both political parties claim credit 
for it. On the tenth anniversary of NHS, The British 
Medical Journal was full of praise of it from leaders 
of the medical profession. 

The British acceptance of the National Health 
Service bears no implication that the United States 
will solve or should attempt to solve its own price-of- 
health problem by the institution of such a system. The 
fact of the British program points to the necessity of 
careful study of the cost of health by American leaders. 
Healing art agencies in America have gone little far- 
ther than to say to the people: You can have what you 
pay for! Why don’t you plan for it? 
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It is true that new systems of budgeting against 
illness have grown apace in a decade—systems of pay- 
ing in advance. Generally, outside of Blue Cross and 
Blue Shield, budgeted medical cost plans fall into the 
categories of health insurance of commercial companies 
and the independent medical plan. All are within a vol- 
untary framework. When it is pointed out that nearly 
75 per cent of the American people have some sort of 
prepayment insurance to meet a part of their medical 
bills, these figures must be countered by the 25 per cent 
or more who have no coverage.. Aside from certain 
union contracts, the insurance carried by the great 
mass of people will not pay a significant part of the 
cost of the big illnesses that so often bankrupt families. 

Labor leaders, young outstanding industrial and 
business leaders, social agencies, a small percentage of 
medical leaders, and the government itself are deeply 
disturbed over one fact—the inability of the great mass 
of the American people to meet the extraordinary ad- 
vance in medical costs. 

All groups seem hesitant to lay bare the core of 
the matter. There is a tendency to rely on the magic 
of prepayment insurance. It is the only simple solution. 
Perhaps out of that hat the underwriters will come up 
with the rabbit—full protection made possible by vol- 
untary payment. But how? Experts point out that the 
hundred or more factors that would make any form of 
state medicine impractical here also render any single 
system equally impractical. Many of these are primary 
factors which we refuse to recognize but which must be 
taken into account in any solution of the health cost 
problem. It is time for all who are concerned—and 
who is not ?—to get down to brass tacks. Bold thinking 
is in order, but thinking that grows out of study of the 
entire medical situation today. 

The consumer must ask himself: How dear is 
life? How much is it worth? How much is he willing 
to pay for protection, both of his own life and that of 
his family? Would he be willing to pay as much for 
health as he now pays for chewing gum, tobacco and 
liquor? This apparently sharp question has no reality 
about it. The consumer’s problem has become much 
more than his. It has become a challenge to our so- 
ciety: How can we provide the medical care that is 
now available? Although the problem is much more 
complex than that of “prepayment in the jet age” (as 
it was recently described), the fact is that the con- 
sumers of health—the public—are not aware that health 
is a community resource which must be preserved and 
for which it must pay through adequate prepayment 
provisions. Why is there an apparent refusal to face 
up to the question: Who pays the bill? There is not real 
evasion of the question. There is total lack of educa- 
tion of the American people. They have been well con- 
ditioned about other equally basic matters. They plan 
for shelter, food, and clothing. They even plan more 
seriously for the latest model automobile. For health? 
No. Illness and accidents are considered largely as 
matters of chance. Health is good luck; stricken with 
disease, we have bad luck. As a people we seem sharp- 
ly aware that we can have anything we want in the 
world and we know that we must pay for it—all except 
high-level health! 
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There are factors not taken into account by these 
questions. What of the doctor’s fees? Who would deny 
that they are unpredictable and accountable to no regu- 
lation? Is the doctor faced with the fact that the un- 
regulated fee will have to go? Unless it does, what will 
prevent insurance from being put out of business? Are 
we to assume that the controlled fee is the solution to 
the problem of how to provide comprehensive medical 
care? The controlled fee worked automatically in a 
laissez faire system. That was the day of the doctor 
and his little black bag. Yet how can the solo doctor 
render comprehensive care? Could it be that the de- 
mand for such care in itself will force a change in the 
structure of medical practice ? 

One solution that is being tried out is group prac- 
tice combined with group prepayment alongside an in- 
novation in hospital practice known as “progressive 
patient care.” The efficiency that is admittedly attained 
in the United Mine Worker’s chain of hospitals is an 
example of this type of solution. But such a system is 
complex beyond the reckoning of prevalent medical 
practice. It would cover outpatient services, new types 
of health clinics, and new ways of dealing with the 
ambulatory, the convalescent, the aged, and the mental- 
ly ill. 

The medical practice problem can no longer be 
separated from the hospital problem, which is a press- 
ing one. What can be done about excessive use of the 
hospital for diagnostic procedures? The physician de- 
mands it, and the patient has been taught to expect it 
as his right. Hospitals are geared to critical illness. 
Could not other types of disability be cared for more 
economically in properly planned facilities? 

There may be side benefits to the group practice 
system that may help also to solve abuses that have 
crept into modern practice, not so much because of a 
failure in moral sense as because of pressures put upon 
doctors beyond their individual control. In true group 
practice, what will happen to excessive fees, fee-split- 
ting, and to both unnecessary surgery and ghost sur- 
geons ? 

These methods are violations of the basic principles 
of medical ethics. Careful analysts of social behavior, 
however, believe such practices are rooted in economic 
ground and are products of a rank growth rather than 
being primarily overt violations of fundamental moral- 
ity. Actually, they are by-products of a system that has 
broken down of its own load. One thing can be said 
definitely of group practice—it will modify the unregu- 
lated private fee system. Its strongest proponents would 
not claim it as the end-all in solving the high cost of 
high-level health. Group practice combined with group 
prepayment should be thought of at this stage as but 
one of the variety of plans that are not to be considered 
obligatory. 

It is in this regard that the late Alan Gregg pointed 
out that too many complex factors enter into the health 
cost problem for the American people to settle on any 
one uniform plan. He suggested that we still need the 
freedom to cut and try, which is characteristic of the 
democratic way. Said Dr. Gregg, among all “imaginable 
kinds of freedom, the freedom to vary, to try, seems 
to me the most valuable.” Soon the medical care of our 
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aged will become the Nation’s problem. Secretary 
Flemming of the Department of Health, Education, 
and Welfare anticipates eventual federal intervention. 
This in itself would change one whole sector of medi- 
cal practice. 

To what special purpose does THE JoURNAL raise 
these questions? The professional lives of mature and 
older physicians will not be radically transformed even 
by a decisive transformation in their practice. It is the 
young physician who needs to realize that the profes- 
sion he has entered is no longer one that presupposes 
only a relationship between two individuals—the patient 
and the physician. It is that, but it is much more. The 
day is close at hand when the relationship will funda- 
mentally be between two groups, society on one hand 
and the medical corps (in the broader sense) on the 
other. 

Henry Sigerist, until his death the world’s fore- 
most medical historian, and out of his. knowledge of 
medicine a foreseer of the future, defined the total of 
medicine as consisting of four major tasks: (1) the 
promotion of health, (2) the prevention of illness, (3) 
the restoration of the sick, and (4) rehabilitation. Yet 
today’s student-physician is prepared by his medical 
school to administer to the sick individual, only to find 
that the medicine he practices is a social science in 
orbit with many other social sciences. What was once 
a truism, ignored in the practice of medicine, has be- 
come a force that is shaking its foundations. 

The young physician has had little or no prepara- 
tion for the decisive transformation in medical practice 
that seems destined to come in his lifetime. The so- 
ciology and economics of medicine remain unknown 
fields to him. He has inherited a medical structure 
which shows every evidence of giving way under 
strain. As an expert in one field, he has little knowledge 
of the structure within which he works, and of how it 
creaks. The medical consumer, labor, business and in- 
dustrial leaders, and the government expect the physi- 
cian to help in figuring out ways to provide compre- 
hensive medical care at a cost which society can meet. 
Has not the doctor always been the second interested 
party in medicine? If he refuses to participate in the 
struggle, leaving the problem to his voluntary member- 
ship organization to handle without a directive from 
him, that organization can do little more than it has 
done for a decade—fight a rear-guard action. It has no 
right to do otherwise. 

If the physician, however, is to have a voice in 
the transformation of an archaic practice structure, he 
must prepare himself to speak to today’s medical situa- 
tion. Otherwise the consumer will speak for him and 
the conference will become one with consumer and 
government as participants. The doctor will be left 
out of the picture, and the government will become the 
operating agent for the consumer and the physician his 
technologist. 

At the moment, the decisive forces shaping a health 
service system are the common men—the laborer in 
factory and farm, office worker, scientist, and scholar. 
Working with them is their government—its political 
face no longer matters. Alongside, there are adminis- 
trators like Benson Ford, a grandson of the man whose 
product transformed our economy. What is his point 
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of view? Mr. Ford was recently quoted by The New 
York Times as saying, “Inclusive health care should 
provide to every American citizen, at a cost he can 
reasonably meet, all the service necessary to keep him 
healthy and productive.” He went further to empha- 
size that this care should be not only curative but pre- 
ventive. He dismissed the threat of “socialized” medi- 
cine as not pertinent and pointed out that an inclusive 
health system is one in step with American tradition. 
The keynote of all of this is the community. Is 


“New READERS will note a section 

»> in this issue of THE JourR- 
Products NAL devoted to new prod- 
section ucts. Seeing its prefatory 
sentences, some will ap- 


prove it forthrightly ; others 
will want a more detailed explanation of its purposes ; 
and still others will disapprove it. 

This comment is made for the benefit of those who 
wish further details about the new section. What is 
written here is in line with the occasional allusions made 
in these columns to the pharmaceutical industry. Taken 
together these comments constitute recognition of this 
industry’s vital importance to modern-day medicine. 

In a recent address, Albert -H. Holland, Sr., M.D., 
Director of the U.S. Food and Drug Administration, 
emphasized that today’s therapeutic successes are di- 
rectly related to three factors: 1) the education and 
training of physicians, 2) the conduct of research, 3) 
the availability of good drugs. 

This editorial comment would direct the doctor’s 
attention not only to the availability of good drugs but 
to his need to keep pace with their advances. Dr. Hol- 
land pointed out that many effective, potent drugs are 
now available and that new and better ones are being 
developed. He referred to a matter which THE Jour- 
NAL has likewise maintained is a fundamental right of 
the doctor—‘“the physicians’ most precious professional 
possession . . . his licensed prerogative to do whatever 
he considers necessary in the best interest of his pa- 
tient.” 

That right, however, is not totally inclusive. The 
physician must have directives, he must seek out guides, 
and he dare not trust his own opinion unless it’ is 
grounded in criteria that are everywhere recognized as 
unimpeachable. A medical journal likewise has a re- 
sponsibility. All advertising must conform to principles 
clearly stated in various codes and rules for advertising 
as adopted by medical agencies and drug manufacturers’ 
associations. 

The busy physician, however, needs to know more 
than that the character and quality of the material he 
uses are guaranteed by certain basic standards. Amid 
the maze of new products he must have reference 
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the doctor satisfied to remain aloof? He is now. He 
will remain so unless he overcomes the lag which sep- 
arates him from his community ; and the lag will widen, 
not decrease, unless he prepares himself to lend his 
voice to the discussion. Failing to become a factor in 
the transformation of medical practice, his role in com- 
prehensive health care will no longer be that of a pro- 
fessional man. He will become a functionary of gov- 
ernment because he failed his vocation as a healer and 
attempted to be an entrepreneur! 
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guides where he can locate pertinent information. Dr. 
Holland reports that the F.D.A. processes 500 to 600 
new-drug applications annually. These applications 
must include full reports of animal and human studies 
conducted with the drug, as well as a description of the - 
production, processing, and packaging. All labels pro- 
posed for use with the drug must accompany the appli- 
cation, together with an official brochure that contains 
dosage directions, method of administration, frequency 
of use, signs of toxicity, side effects, and contraindica- 
tions. 

The law clearly defines a new drug: 

1) Any drug the composition of which is such that such 
drug is not generally recognized, among experts qualified by 
scientific training and experience to evaluate the safety of drugs, 
as safe for use under the conditions prescribed, recommended, 
or suggested in the labeling thereof. 

2) Any drug the composition of which is such that such 
drug, as a result of investigation to determine its safety for use 
under such conditions, has become so recognized, but which 
has not, otherwise than in such investigations, been used to a 
material extent or for a material time under such conditions. 


According to Paul de Haen of New York City, 
consultant to the pharmaceutical and allied industries, 
370 new products were introduced in 1958 compared 
with 400 in 1957. A small percentage of these are new 
single chemicals which leaves the bulk made up of 
compounded products. 

For the convenience of its preoccupied physicians 
THE JOURNAL introduces its new section containing in- 
formation on some of the newest drugs and equipment. 
The section’s primary purpose is to afford a quick up- 
to-date reference source that will attempt to keep pace 
with progress. The section is made possible by the 
cooperation of manufacturers who furnish THE JourR- 
NAL with latest product information. 

Re-emphasized is this single fact—the American 
Osteopathic Association does not necessarily advocate 
the use of any product listed or discourage the use of 
any product that may not have been included. The 
present form and practice of this new section will be 
subject to modification and alteration from time to time 
to increase its usefulness. It is meant to assist the prac- 
titioner in his attempt to obtain and use the most worth- 
while products among a superabundance that tends to 
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overwhelm him. Critical comments, including sugges- 
tions for improving the presentation, are invited. 


Medical care 48£ YOU among those oste- 
opathic physicians who are 
of the interested in the medical 
athlete care of persons who engage 
in sports, as individuals, 
amateurs, or professionals? 
If you are, you will want to read a communication in 
the May Forum from Dr. Robert E. Morgan of Dal- 
las, Texas. Dr. Morgan, former Trustee of the Ameri- 
can Osteopathic Association, is widely known as the 
physician in charge of all athletes at Texas’ famous 
Southern Methodist University. He has had that re- 
sponsibility since 1932 and now believes that the time 
has come when D.O.’s engaged in this. type of practice 
should band together for mutual study and advance. 
Sports medicine is a recent variant in the field of 
medical care (space medicine is the most recent) and 
has become generally accepted as valid. Abroad it is 
officially recognized and is now a part of the medical 
curriculum in the Soviet Union, Czechoslovakia, and 
Norway. United States medical schools seem unaware 
that such a type of medical care exists. There is, how- 
ever, an independent organization of doctors of medi- 
cine known as the American College of Sports Medicine 
(1954). 


Medical THREE YEARS ago an A.O.A. 

. editorial comment entitled 

history “A Feeler” asked whether 

workshop there might not be within 

our profession a group of 

men who, by nature and 

continued cultivation, were scholarly enough to be in- 

terested in forming a medical history club. As a result 

of this tentative feeler the American Osteopathic His- 

torical Society came into being a year later at the 

A.O.A. Convention at Dallas. This group will present 

its first planned program at the Chicago Convention 
next July. 

The program is to be in the form of a workshop 
on the theme, Historical Evolution of Osteopathic 
Medicine. The place—Palmer House, Chicago, 1959 
A.O.A. Convention ; time—Wednesday, July 16, 2:30- 
4:00 p.m. ; participants—Ward Perrin, D.O., Chicago, 
Wilbur V. Cole, D.O., Kansas City, Philip J. Rasch, 
Ph.D., Los Angeles, and Charles D. Ogilvie, D.O., 
Dallas ; discussants—any or all of you who are fortu- 
nate to be able to attend. 

The planned topics reflect the fundamental inter- 
ests of the members of the Historical Society: Dr. 
Perrin will present Greek and Roman Healing Sys- 
tems; Dr. Cole, The Concept of the ‘“‘Whole Man” in 
Medical History; Dr. Rasch, The Historical Develop- 
ment of Physical Medicine; and Dr. Ogilvie, Medical 
Synthesis on the American Frontier. 


SPECIAL 


Medical research— 
Unfinished business* 


LEONARD A. SCHEELE, M.D.t+ 
President, Warner-Chilcott Laboratories 
Morris Plains, New Jersey 


t. ANY pDIscusSION of health progress, or lack of it, 
it is important to look at the health base line at the mo- 
ment. It is also worth while to look at the changes over 
the years to date, and at problems of the future. Had 
we been meeting several decades ago, we would have 
concerned ourselves with many of the killing and crip- 
pling plagues that used to spread havoc through the 
world’s population, namely, cholera, malaria, yellow 

*Presented at the 50th annual meeting of the New Jersey Association 
of Osteopathic Physicians and Surgeons, Atlantic City, New Jersey, 


March 14-15, 1959. 
+Former Surgeon General, United States Public Health Service. 
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fever, venereal disease, tuberculosis, smallpox, and 
many other infectious diseases. All of these have either 
been conquered or brought under effective control in 
the United States. Victory over paralytic poliomyelitis, 
a disease dreaded by parents, is in sight if only Salk 
vaccine were adequately used. Unless parents awaken 
to their responsibility to give their physicians a chance 
to give this vaccine to their children, and unless middle- 
aged and young adults also receive the necessary injec- 
tions to cause them to develop adequate immunity, the 
goal of eradication of this disease will not be reached. 

The fruits of past medical research and public 
health measures, including improved sanitation and the 
generally higher living standards, have combined to add 
nearly 20 years to average life expectancy. With the 
saving of lives of many newborn infants who would 
otherwise have been lost at birth or early in life, and 
the survival of more and more people to older age, the 
focus of health programs has shifted from infectious 
diseases to chronic, crippling, and killing diseases which 
afflict people of all ages and cause increasing major 
problems in the aging population. 

The present population of the United States is ap- 
proximately 175 million, and the Census Bureau indi- 
cates that by 1980 the population may be over 272 mil- 
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lion, an increase of nearly 100 million over today’s 
count. There will 3 million more women than men in 
1980, compared with today when they outnumber men 
by approximately 1% million. The greatest growth in 
our population is expected in the numbers of young 
adults and older people. If present trends are projected, 
the main working age group will be fairly stable and 
persons over 65 will increase by about 500,000 annually 
to 1980 with a ratio of 72 men to 100 women in that 
age group by 1980. 

In spite of our major health progress, we find dis- 
eases of the cardiovascular system afflicting vast num- 
bers of people and frequently causing premature death. 
Cancer, too, is taking an ever-increasing toll in spite of 
improved cure rates which are developing with earlier 
detection and application of surgical and radiation ther- 
apy procedures. Today, the cancer patient has a one 
in three chance of at least 5-year or longer survival 
compared with one in four 10 years ago. 

As practicing physicians, we must look at the total 
size of health problems nationally, and not see them 
only in the light of our individual patients. In addition, 
we must recognize the fact that in most cases we are 
dealing with alleviation of signs and symptoms and 
prevention of progression of already established disease 
rather than with absolute prevention or cure as we do 
in the case of many communicable diseases. 

We do not today know enough about the causes of 
the major cripplers and killers and the more minor ill- 
nesses—minor in terms of the numbers dying from 
them, as for example, the common cold—to be able to 
practice true prevention or even cure. Obviously, the 
defects lie in the current state of research information 
available to scientists studying disease problems and to 
clinicians who perform diagnosis and treatment. 

Take the field of diagnosis—because we know so 
little about the derangements in the body’s chemistry 
and metabolism associated with illness, and because 
certain basic chemical knowledge is still not available to 
us, we have relatively few simple diagnostic tests which 
can serve us with a high degree of accuracy. In the 
field of cancer, for example, we have to rely essentially 
on biopsy and the help of the pathologist and of the 
roentgenologist. While this is most useful, the avail- 
ability of simple, easily performed chemical or sero- 
logical tests for cancer would be a great boon to the 
practicing physician and patient alike. The develop- 
ment of cytologic study technics, especially well per- 
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fected in the field of early detection of carcinoma of 
the uterus and uterine cervix, when used as a screening 
device are very helpful. This technic applied to studies 
of washings of various body cavities and the stomach 
and a few other organs offers promise. Unfortunately, 
in all cases confirmation must come from performance 
of biopsy by the standard method after the cytologic 
technic shows likelihood of disease. 

Routine examination can of course detect diabetes 
through blood sugar and urine examination. However, 
short of doing biopsies of blood vessels, we have no 
technic for diagnosing very early atherosclerosis or 
arteriosclerosis. We do make the diagnosis indirectly 
when the patient presents himself with hypertension or 
other problems. We can, of course, determine choles- 
terol and can determine lipoprotein content of the blood. 
These have a relationship to atherosclerosis and in- 
creased frequency of coronary disease. Elevated choles- 
terol and an increase in the 8-lipoprotein fraction are 
usually present in atherosclerosis. But the determina- 
tion of 8-lipoprotein content of the blood is a very 
complicated procedure and is not freely available. 
Cholesterol determinations are simpler and are, of 
course, available, and they should be performed more 
frequently than they are. A point I am leading up to 
in the atherosclerosis field is that we need to know 
much more about the mechanisms of development 
of atherosclerosis; and when we do, we will prob- 
ably develop far simpler tests. Our goal, of course, 
would be a test which would indicate liability to athero- 
sclerosis development. Naturally we want methods for 
preventing such development, and tests would be help- 
ful guides. 

Cancer.—In the field of cancer we need to know 
more about basic biologic mechanisms. We need to 
know the significance of genetic factors, of viruses, of 
hormones, and of other endogenous and exogenous 
chemical and other stimuli to the cell in health and dis- 
ease. We need much more basic information. 

The availability of more information and the fo- 
cusing on it of imaginative scientists working alone 
and in interdisciplinary groups may lead to development 
of logical methods of disease prevention and control. 

We must also intensify the scatter-shot type ap- 
proach of chemical screening for activity against can- 
cer. This can lead to the finding of useful compounds. 

Pending successful development of new methods 
of diagnosis and treatment, we face the continued need 
for finding ways to extend the use of present day suc- 
cessful surgical and radiation treatment technics and to 
improving methods of surgery and radiation. 

Heart and cardiovascular diseases.—The influences 
of heredity, infections, hormones, stress, diet, and other 
factors must be studied. Simple methods of prevention 
and of care of patients must be devised. 

Research leading to prevention must be stressed. 
Certainly, methods of preventing atherosclerosis, ar- 
teriosclerosis, and hypertension must be found. 

We know how to use penicillin in treatment of 
recurrent streptococcal sore throats of children and 
how to prevent rheumatic fever and its consequences 
prophylactically. 

We do not know how to prevent congenital anom- 
alies of the heart. More research in this field would be 
helpful. 

Diabetes.—Diabetes was controlled for many years 
by diet. More recently, insulin became a necessary part 
of treatment and control for most patients. Still more 
recently chemical compounds became available which 
simplified the care of many patients so that they can 
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now control their disease by taking oral antidiabetic 
compounds. 

While the diabetic need no longer have his disease 
progress until he dies, future research must further 
simplify his care and must aim at prevention. 

Collagen diseases.—I will mention the arthritides 
briefly at this point. Rheumatoid arthritis and osteo- 
arthritis, while not killing, represent major cripplers of 
our population. We have little to offer victims other 
than analgesics, steroids, and a few other drugs to re- 
lieve suffering. In spite of the temporary relief of pain, 
such medication does not prevent the progress of these 
diseases to the point that their victims become fully 
incapacitated. 

Mental illness—Problems in this field are major. 
Our state mental institutions are full of tens of thou- 
sands of individuals with mental illness. In addition, 
there are untold millions of nonhospitalized individuals 
who have varying degrees of emotional disorders. In 
all, 10 million Americans are believed to suffer from 
mental illness—mild or severe. Six hundred fifty thou- 
sand of these are in hospitals. 

The cost of such illness is staggering. New York 
State alone spent over $330 million to operate its mental 
hygiene program in 1957. Suicide, which usually results 
from emotional disorder, is today’s twelfth most com- 
mon cause of death with an annual toll of over 17,000. 
Many social problems, such as crime, juvenile delin- 
quency, alcoholism, industrial absenteeism, and divorce, 
are often rooted in emotional disorder. 

Our research approaches to these problems have 
been woefully inadequate. This has been true largely 
because it has been almost impossible to see how chem- 
istry, physics, and other natural sciences gave us ra- 
tional methods of study. 

The discovery of the value of electroshock and in- 
sulin shock in certain depressions and other types of 
mental illness, while giving some practical and positive 
help to some patients, probably is most important to us 
because it suggested that many forms of mental illness 
are based on chemical and physiologic aberrations in 
brain metabolism and function. The more or less acci- 
dental discovery of the value of reserpine and pheno- 
thiazine compounds in treatment of mental patients has 
again underscored the urgent importance of the launch- 
ing of major research programs designed to identify 
mental diseases on a more exact and objective scientific 
basis than has been possible in the past. The need to 
find new chemical means of prevention and treatment 
is, in my opinion, self-evident. 

General.—One can go on discussing the shortcom- 
ings of our knowledge of disease by categories—major 
and minor. Think how little we know about allergies. 

What about crippling and deaths due to accidents 
in the home and on the highways? In the last field, we 
have contributed little light. Highway safety engineers 
have tried to help, but studies of human factors in acci- 
dents is a high priority need. 

What about oral diseases—dental caries? In spite 
of the need for more knowledge in the latter field, we 
have a procedure, use of fluoridated water, that could 
markedly reduce the incidence of caries in children. It 
remains to obtain more universal use of fluoridation. 
Other methods, too, must be found. 

Medical care—Another major area needing re- 
search is the field of voluntary health insurance for 
older people, and of dental care insurance. 

We need research in the giving of hospital and 
nursing home care. 

Communication.—Much scientific information is 
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We need a “results pool” for all 
health research into which 
could be fed conclusions drawn 
from experimental data, raw data, 


and details of new technical methods 


accumulating and much more will accumulate in the fu- 
ture, compounding the problem of dissemination and 
digesting of information by scientists and the bringing 
of information to practicing physicians. Not only is 
there need for finding better methods of communication 
in the United States, but on a world-wide basis. At the 
moment, few negative results are published. Ways must 
be found to publish such results to avoid unnecessary 
duplication. The publication of World-Wide Abstracts 
of General Medicine by Warner-Chilcott Laboratories 
is an effort to fill some of the gap. 

What is needed is a “results pool” for all health 
research into which could be fed, on a completely cur- 
rent basis, not only the conclusions drawn from experi- 
mental data, but also the raw data and complete details 
of any new technical methods developed in the course 
of experimentation. From this pool, a researcher should 
be able to draw selectively the information he desires 
at the moment, with a minimum expenditure of time. 
This will not be simple to accomplish, but work in this 
direction is necessary. 

Other needs.—Research needs scientific manpow- 
er; hence, steps are needed to educate more of our 
youngsters in total and to persuade more of them to 
be scientists in the health field. This requires more 
teachers and more educational facilities. 

More research also means more laboratories and 
scientific equipment and more research support. 

There are opportunities for greater cooperation 
between private organizations and institutions, indus- 
try, and Government in pressing for the solution of 
many of the problems I have described. There are also 
opportunities for greater international research coop- 
eration. 

I may have sounded more negative than positive 
today about health progress. If it has seemed that way, 
it is because of the take-off point of my paper. Had I 
dealt more with medical progress to date, accomplish- 
ments would have been shown as many and wonderful. 
However, I chose the role of stressing unfinished busi- 
ness and some of the challenges to speeding up the so- 
lution of unsolved problems. 

The methods for attacking the problems are in 
many instances mapped. The roadways are marked, 
and if they are followed to their end, I am confident, as 
are scientists, that answers will be found. Then those 
of us who treat patients will find illnesses more un- 
derstandable, preventable, and curable. 
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A Message from the President 
of the American Osteopathic Association 


P We are fast reaching the point, in our year’s 
service together, when traditionally, the President 
of this Association says farewell. It is the time 
for expressions of appreciation and resolutions of 
good will. Yet, to me, it is the beginning rather 
than the ending of our work together. 

In this profession, the greatest unit of service 
is the individual member. Strength and direction 
rise from this source. It is within this strength, 
with the pride membership provides, that I look 


forward, rather than backward, to our service to-- 


gether. 

You and I have discussed some of our basic 
problems. We have mentioned the need to under- 
stand ourselves as well as others. We have ex- 
amined the features of true cooperation both with- 
in and without the profession. We have encour- 
aged cooperation where domination is neither the 
price nor the result. 

We have urged total mobilization of what we 
have in order to secure what we need. This re- 
quires the mobilization of our total manpower, 
mind-power and money-power so that we may 
successfully enter an era of true development for 
the osteopathic profession. 


Perhaps the greatest single goal of this year’s 
service has been to develop the proper environ- 
ment for professional and organizational develop- 
ment. We have attempted to develop pride in our 
individual and collective accomplishments. To- 
gether we have desired to provide guideposts to 
direct us toward our future and our destiny. 

All of us have sincerely tried, I believe, to think 
together. Our desire has been not to gain a unity 
based on conformity, but rather unity based on 
creativity. We want better to serve the public 
trust which our recognitions provide. 

Each of us views the profession and its future 
from varying points of vantage. These differing 
viewpoints, placed together, point to one major 
desire held in common: the American Osteopathic 
Association must be strong and united. It must 
be strong and united as the only organization 
dedicated to providing an environment that will 
afford our complete expression as a profession. 

Men of ideals and ideas, of which we certainly 
have an abundance, are a strength of the profes- 
sion. Unity of purpose makes this strength effec- 
tive. Direction emerges from the individuals 
working together in an effective and understand- 
ing communion. 

As we enter our period of greatest challenge, it 
must be from the strength of our minority posi- 


| 
] 
. 


658 


tion. Long ago we accepted the liabilities of a mi- 
nority group, almost to a point of being frozen 
psychologically and professionally by an unreal- 
istic inferiority complex. This has tended to per- 
suade some to bend to conformity rather than to 
accept the challenge of creativity. 

Never before in the history of medicine has 
there been a greater need for re-examination and 
re-orientation. Never before have the tools of or- 
ganization and science produced a bigger oppor- 
tunity for a minority to contribute significantly to 
a new era for medicine. 

Since the days of the early Greeks, two basic 
philosophies of medicine have developed. Hip- 
pocrates centered his view on the study of man. 
He believed that conditions for health and disease 
reside within man’s physiology, and are not pri- 
marily dependent upon extraneous factors. Very 
shortly, however, the Alexandrian philosophy of 
medicine, which was preoccupied with the disease 
itself, completely overshadowed the early Hip- 
pocratic approach. 

Today, much lip service is given to the impor- 
tance of man’s internal environment as a factor in 
health and disease. Yet medicine, as practiced, 
still adheres to the expediency of treatment of 
symptoms and of the debris of disease processes. 

Historically, osteopathic medicine is closely al- 
lied to the Hippocratic philosophy. It should, I 
believe, continue to champion, both in precept and 
in practice, its basic principles. This is the reor- 
ganization which Still and his contemporaries 
originally attempted to accomplish, but which re- 
mains relatively unachieved. Pioneer supporters 
of these principles, such as Cannon, Selye, and 
Dubos, are both honored and respected, but are 
equally ignored as far as the everyday practice 
of medicine is concerned. 

The fact of man as a mechanical being—along 
with his other physiologic attributes—is only be- 
ginning to achieve wide recognition. The fact that 
manipulative therapy is beginning to be used 
throughout medicine in no way implies a wider 


understanding of the interrelationships of mus- 
culoskeletal factors and functioning of other body 
systems. The occasional article published in “ac- 
cepted” medical journals in no way denotes a 
general acceptance of some of these basic 
thoughts. 

Is it our role, as members of the osteopathic 
profession, only to provide adequate health care 
for the people who seek our services? Is our 
duty only to turn out carbon-copy physicians, 
identical in all respects to the presently “accept- 
ed” idea of what a physician and surgeon should 
be? Must not our profession dare to explore, re- 
examine, and perhaps create or develop an idea 
of its own? Is it our destiny to lose ourselves in 
the shadows of conformity for the sake of accept- 
ance, failing to be a part of the creative forces of 
medicine? 

As I have traveled throughout this country 
this year, in most areas I have found that the 
osteopathic physician and surgeon seems to desire 
a strong independent organization which will con- 
tinue to provide the proper environment for the 
osteopathic profession to make its contribution to 
the improvement of the medical care of our peo- 
ple. To provide merely adequate or equivalent 
forms of medical care does not, in my opinion 
and in the opinion of many others, justify our 
existence. From our beginning as a profession, 
our stated objective has been to improve the prac- 
tice of medicine. The achievement of further 
recognition only provides the means for more 
complete service; it does not constitute our total 
program. The future of this profession, and the 
success with which it reaches its objectives, will 
be determined, not by the status of our recogni- 
tion, but rather by our achievements in service. 


104 S. Livingston Avenue, Livingston, N.J. 
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A.O.A. House of Delegates— 
story behind the story 


> For 5 days of each year the 
House of Delegates of the Ameri- 
can Osteopathic Association is in 
session. From Sunday through 
Thursday—and sometimes over in- 
to Friday—of the third week of 
July, the A.O.A. legislative body 
does its work for the year. It re- 
ceives and acts upon reports and 
recommendations ; elects officers and 
trustees ; decides on amendments to 
the governing instruments, the Con- 
stitution and By-Laws; approves 
the annual budget ; receives and acts 
upon communications and resolu- 
tions from divisional societies ; and 
chooses convention cities. Out of its 
deliberations and debate the shape 
of A.O.A. policy emerges. 

Every year, what this House does 
makes a story vital to the osteopath- 
ic world. But how it does it is also 
a story. How these men and women, 
coming together once a year to rep- 
resent their states and provinces, are 
able to work through the volumi- 
nous agenda that confronts them is 
a story behind a story. 

The A.O.A. House of Delegates 
gets through its agenda—this year 
to exceed 400 pages—through or- 
ganization and discipline. Its au- 
thority is based upon the A.O.A. 
Constitution and By-Laws, and its 
procedure on Robert’s Rules of Or- 
der and on standing and special 
rules of the House. Its method is 
the product of years of experience 
and, for each convention, of months 
of preparation. The membership of 
the House changes from year to 


year, matters to be considered differ, 
but procedure varies hardly at all. 

Traditionally, the House of Dele- 
gates convenes at 1 o'clock on Sun- 
day, the day preceding the opening 
of the general convention. It occu- 
pies a large hotel assembly room 
which, no matter what its shape, di- 
mensions, or colorings, seems al- 
ways to look the same. 

The opening session is not with- 
out its ceremonial. With the first 
descent of the Speaker’s gavel, par- 
liamentary machinery goes into op- 
eration. The Speaker, the Vice 
Speaker, and the Association’s Ex- 
ecutive Secretary preside. The Cre- 
dentials Committee—previously ap- 
pointed—reports. Each delegation is 
seated, its size determined by the 
number of A.O.A. members it rep- 
resents. Reference committees are 
appointed, and special rules and or- 
der of business are announced. The 
President of the Association speaks 
briefly. 

Preliminary business concluded, 
the House settles down to the long 
succession of annual reports from 
departments, bureaus, and commit- 
tees. Each of the reports—and they 
number close to 50—is a measure of 
achievement. Each recommendation 
points toward the way to come. 

Precision of House action is ex- 
emplified in the protocol surround- 
ing the nomination of candidates 
for Association officers and trustees. 
The Nominating Committee, ap- 
pointed the first day of the conven- 
tion, is made up of eleven members, 
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chosen by lot from eleven divisional 
societies, represented in turn. 

The names of prospective candi- 
dates, with their records and qualifi- 
cations, are submitted by noon of 
the second day to the Executive 
Secretary, either by messenger or 
registered mail. The Secretary in 
turn delivers them, unopened, to the 
chairman of the Nominating Com- 
mittee. The nominations are sub- 
mitted to the House on the third, 
and elections are held on the fourth 
day of the meeting. 

The 1959 House of Delegates will 
convene on Sunday, July 12, in the 
Red Lacquer Room of the Palmer 
House in Chicago. For the ninth 
consecutive year, Dr. Charles W. 
Sauter, Il, Gardner, Massachusetts, 
will act as Speaker, and for the 
eighth consecutive year, Dr. Philip 
E. Haviland, Detroit, will be Vice 
Speaker. Both are accomplished 
parliamentarians. 

This House will have 146 mem- 
bers, the largest number in Associa- 
tion history. This will be the for- 
tieth meeting. For 23 years, individ- 
ual members held the power of vote. 

The way for another change for 
the House may be opened this year. 
Scheduled for decision will be the 
provision that meetings of the House 
of Delegates and Board of Trustees 
be separated from the general con- 
vention by 1961. 

Another measure occasioning 
widespread discussion is one calling 
for joint A.O.A.-divisional society 
memberships. 

Inevitably the amount of business 
to come before the House of Dele- 
gates increases each year. The sys- 
tem of reference committees light- 
ens the work, but the burden of de- 
cision remains with the House as a 
whole. A tremendous load faces the 
1959 House. It will be taken care 
of, however, through preconvention 
preparation of the agenda, the au- 
thority of the Speaker’s gavel, and 
the serious purpose of the members. 
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Council on Development to 


report to delegates 


> It is understandable that a pro- 
fession, at some period of its 
growth, should inventory its assets 
and liabilities and take steps to con- 
solidate its potentials. It needs to 
re-evaluate its goals, services, and 
procedures to place all units of its 
organization in balance so that the 
broadest front possible may be pre- 
sented. 


True B. Evetetn, D.O. 
Executive Secretary, A.O.A. 


> Early in this year’s National 
Convention, the A.O.A. Council on 
Development will occupy the or- 
ganizational stage. In a special or- 
der of business of the House of 
Delegates, Dr. William B. Strong, 
Brooklyn, Council chairman, will 
report what the Council has done, 
is doing, and plans to do in the per- 
formance of its commission to in- 
ventory the Association’s assets and 
liabilities and to consolidate its po- 
tentials. 

In attendance will be members of 
the House, of the Board of Trus- 
tees and of the American Associa- 
tion of Osteopathic Colleges, the 
three bodies directly responsible for 
the formation and character of the 
Council, All members of state coun- 
cils on development are being urged 
to attend as special guests. 

With Dr. Strong will be the oth- 
er Council members: Dr. Russell 
M. Husted, Long Beach, Calif., 


Dr. Strong 


Dr. Husted 


chairman, A.O.A. Department of 
Public Affairs; Mrs. George Coz- 
ma, Cleveland, past president of the 
Auxiliary to the American Osteo- 
pathic Association and chairman of 
its Committee on Allied Organiza- 
tions; Dr. R. N. MacBain, Chica- 
go, President of the Chicago Col- 
lege of Osteopathy; and Mr. Lloyd 
L. Hall, Topeka, Kansas, executive 
secretary of the Kansas State Os- 
teopathic Association. 

Dr. Roy J. Harvey, Midland, 
Michigan, chairman, A.O.A. De- 
partment of Professional affairs, is 
advisor to the Council, and Dr. 
Charles W. Sauter, II, Gardner, 
Massachusetts, Speaker of the 
House of Delegates, Executive Sec- 
retary True B. Eveleth, and other 
members of the Central Office are 
its consultants. 

“T am convinced,” said Dr. Sau- 
ter, “that the Council on Develop- 
ment holds a position second to none 
in the activities of the Association. 
This special session of the House 
has been scheduled to give the 
Council opportunity to acquaint the 
profession’s leaders with its find- 
ings and plans, and to discuss with 
them various phases of the program. 
This should prove helpful to the di- 
visional society members who are 
to carry on the work of develop- 
ment at the state level.”’ 

In the main, Dr. Strong will de- 
fine the Council’s function. He will 
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base it in osteopathic history, and 
discuss its immediate and eventual 
goals. Osteopathic development is 
not, of course, a new thing. From 
its beginnings, particularly since the 
establishment of the first osteopath- 
ic college in 1892, the profession has 
had a development program of sorts. 

During recent years, osteopathic 
colleges have improved and expand- 
ed, and funds in support of educa- 
tion have been sought through the 
Osteopathic Progress Fund and the 
Osteopathic Foundation. The Office 
of Education has worked to increase 
college enrollments. The Bureau of 
Research has assisted in the estab- 
lishment of research programs. The 
Department of Public Relations has 
developed recognitions by Congress 
and various federal agencies. The 
General Counsel of the A.O.A. has 
paved the way for full participation 
by D.O.’s in certain activities. The 
Division of Public and Professional 
Service has provided osteopathic in- 
formation through newspapers, ra- 
dio, and television. 

Over the years, the profession, its 
colleges, and the A.O.A. have sur- 
vived in a severe climate, in large 
measure because of these organized 
efforts. Osteopathy has advanced to 
a position of recognition and accept- 
ance. But for some time it has been 
realized that not enough people in 
the right places have sufficient in- 
formation about osteopathic physi- 
cians and their qualifications. Nor 
do these physicians themselves fully 
evaluate their positions in the work 
of public health. The A.O.A. has 
become increasingly cognizant of 
the need to inventory the profes- 
sion’s assets and liabilities and to 
measure effort in the light of result. 
Weaknesses need to be strengthened, 
and strength to be applied where it 
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can accomplish the utmost good. 

In the summer of 1955 the 
A.O.A.’s_ governing bodies em- 
ployed the Chicago consultant firm 
of Gonser and Gerber to analyze the 
Association’s structure and to rec- 
ommend action based on its find- 
ings. In December of that year the 
report was submitted to the Board 
of Trustees. The most significant 
recommendations was that a pro- 
gram of development be instituted 
to embrace the Association and its 
colleges. Development, in this sense, 
was defined as the “total of those 
promotional activities that an insti- 
tution must carry on in order to 
perpetuate its contribution to so- 
ciety . . . a continuing, long range 
activity of education and support.” 

After more than a year of study, 
the Council on Development was 
formed, and the firm of Gonser and 
Gerber was again employed to di- 
rect and advise it. Dr. Harvey was 
its first chairman, and Dr. Strong 
has succeeded him this year. 

Where the Council stands now 
will be the subject matter of Dr. 
Strong’s July report. Listed will be 


the major problems the Councth 


faces: the immediate and desperate 
need of the colleges for financial 
support; recognitions yet to be 
gained ; education of the profession 
in its role on public health; educa- 
tion of the public concerning os- 
teopathy and the qualifications of its 
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physicians; promotion of the kind 
of public interest and confidence 
that will lead to substantial develop- 
mental support. 

These are all old problems, but 
Dr. Strong will report on a new or- 
ganization of forces to meet them. 
He will present the chairmen of the 
nine committees that have been 
formed, and outline the work ahead 
of them. These committees and their 
chairmen are: 

Professional Cultivation: Dr. 
Charles L. Naylor, Ravenna, Ohio, 
chairman of the Osteopathic Prog- 
ress Fund Committee. Foundations : 
Dr. Husted. Firms and Corpora- 
tions: Dr. Harvey. Estate Planning: 
Mr. Hall. The Doctor and His Pa- 
tients: Dr. Naylor, with Lawrence 
W. Mills, director, A.O.A. Office of 
Education, as consultant. Women’s 
Activities: Mrs. Cozma. Govern- 
ment—Federal and State: Dr. Ches- 
ter D. Swope, Washington, D. C., 
chairman of the Department of 
Public Relations, with Milton Mc- 
Kay, A.O.A. General Counsel, as 
consultant. Education: Dr. Mac- 
Bain. Health Agencies: Dr. Eve- 
leth, with Robert A. Klobnak, 
director, A.O.A. Public and Profes- 
sional Service as consultant. 

Tangible gains have been made in 
a number of sectors, and ground- 
work for action has been laid in 
others. A series of articles on estate 
planning is now being published; 
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the first of the Council’s public 
health forums was held in Fort 
Worth, Texas, in April, sponsored 
by the Fort Worth Osteopathic 
Hospital Guild and the Auxiliary 
to the Fort Worth Association of 
Osteopathic Physicians and Sur- 
geons. Preparations for forums to 
be held this fall are under way in 
Detroit, York, Pennsylvania, Albu- 
querque, New Mexico, and Port- 
land, Oregon. A series of articles 
on health careers has been pub- 
lished. The campaign for third and 
fourth polio vaccine inoculations is 
being widely supported. The 
A.O.A.-sponsored study into the ef- 
fectiveness of various methods of 
communicating health information 
has produced valuable information, 
and has received wide recognition 
(see story, page 663). A profile of 
osteopathic education is being pre- 
pared. 

Following the organizational pat- 
tern of the A.O.A. itself, councils 
on development are being formed in 
component societies. These seven 
states have already named their 
council members : 

Indiana: Mrs. Paul van B. Allen, 
Dr. Paul B. Blakeslee, Mr. Homer 
J. Williamson, all of Indianapolis ; 
and Dr. Francis E. Warner, Bloom- 
ington. 

Kansas: Mr. Hall, Mr. H. C. 
Bevelhymer, Wichita; Drs. Glen D. 
Jewett, St. John; E. G. Nigh, Mc- 
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Pherson ; and James F. Duffy, An- 
thony. 

Kentucky: Drs. William C. 
Blueskye, Sturgis; Paul E. Dunbar, 
Paducah ; Nora Prather and Martha 
Garnett, Louisville; and Byron B. 
Jay, Marion. 

North Carolina: Drs. Guy T. 
Funk, Winston-Salem; Joseph H. 
Huff, Burlington; and Walter C. 
Eldrett, Hendersonville. 

Ohio: Drs. John W. Mulford, 
Cincinnati; Robert F. Haas, Day- 
ton; Ralph S. Licklider, Columbus ; 
and Charles F. Rauch, Logan. Con- 
sultants: Dr. James O. Watson and 
Mr. William S. Konold, Columbus, 
and Dr. Naylor. 

Texas: Drs. Phil R. Russell and 
Raymond D. Fisher, Fort Worth; 
and Mickie G. Holcomb, El Paso. 

Washington: Drs. Arthur E. 
Borchardt, Sunnyside; Richard S. 
Koch, Olympia; Perry C. Wilde, 
Seahurst; and Scott B. Wisner, 
Seattle. 


Drs. Dressler and Korr to give 
Still and keynote lectures 


> Traditionally, two addresses at 
the National Convention, the Key- 
note Address and the Andrew Tay- 
lor Still Memorial Lecture, are dedi- 
cated to a searching appraisal of 
osteopathy as philosophy and pro- 
fession, and its speakers are chosen 
for their ability to report upon the 
osteopathic scene. To be so named 
is a signal honor. 

These speakers this year are to be 
Irvin M. Korr, Ph.D., research sci- 
entist and chairman of the division 
of physiological sciences of the 


Dr. Dressler 


Mrs. Whitford T. Fry, chairman, left, watches as visitors register at the public health 
forum held recently in Fort Worth as the first in a series’ of forums being sponsored by 
the Committee on Women's Activities of the A.O.A. Council on Development, This was 
the project of the Guild of the Fort Worth Osteopathic Hospital and the Auxiliary to the 
Tarrant County Osteopathic Association. Mrs. George Cozma heads the Council committee. 


Kirksville College of Osteopathy 
and Surgery, Kirksville, Missouri, 
and Otterbein Dressler, D.O., D.Sc. 
(hon.), Detroit, specialist and pro- 
fessor of pathology at the Chicago 
College of Osteopathy. Dr. Korr 
will give the Keynote Address on 
the opening program of the conven- 
tion, Monday, July 13. His subject 
will be “The Function of the Os- 
teopathic Profession: A Matter of 
Decision.”” Dr, Dressler will deliver 
the Memorial Lecture the following 
morning on the subject, “Still’s 
Greatest Contribution to Medicine.” 

“Both speakers are eminently 
qualified for the honor conferred 


Dr. Korr 


upon them,” said Dr. William Bald- 
win, Jr., York, Pennsylvania, con- 
vention program chairman, “Dr. 
Korr as an enthusiastic supporter of 
the osteopathic concept through his 
approach as a physiologist, and Dr. 
Dressler as a physician, educator, 
and pathologist.” 


Before joining the Kirksville fac- 
ulty and research team, Dr. Korr 
was director of the Metabolic and 
Biochemical Laboratory of the Clin- 
ical Research Unit of the Signal 
Corps, and during World War II 
worked as a research scientist at 
Columbia and Princeton univer- 
sities. 


Dr. Dressler was chosen by the 
Committee on the A. T. Still Me- 
morial Lecture, of which Dr. Lydia 
T. Jordan, Davenport, Iowa, is 
chairman. From 1932 to 1950, Dr. 
Dressler was on the staff of the 
Philadelphia College of Osteopathy 
as dean and professor of pathology. 
He is a member of the A.O.A. 
Board of Research, a member of 
the National Board of Examiners 
for Osteopathic Physicians and 
Surgeons, and a trustee of the 
Michigan Association of Osteopath- 
ic Physicians and Surgeons. 
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A.O.A. receives national © 


award for Paducah study 


> A coveted award of the public 
relations profession was won last 
month by the American Osteopathic 
Association. The Silver Anvil, “os- 
car’ of the public -relations field, 
was presented to’ Robert A. Klob- 
nak, director of the A.O.A. Division 
of Public-and Professional Service, 
in recognition of the Paducah study, 
sponsored and planned by the Asso- 
ciation last year as a contribution to 
the work of the National Health 
Council. 


The award was made at a dinner 
held May 8 in the Hotel Diplomat, 
Hollywood Beach, Florida, as the 
climax of the fifteenth national con- 
ference of the American Public Re- 
lations Association. The presenta- 
tion was made by Stanley G. House, 
chairman of the judges and awards 
committee and president of the 
House and Gerstin Agency, Inc., 
Washington, D.C., in recognition of 
“an outstanding public relations pro- 
gram carried out during 1958” by a 
professional association. Twenty ad- 
ditional awards were made to or- 
ganizations in other national and in- 
ternational fields. 


The winning project, the Paducah 
study, was the health education sur- 
vey sponsored by the Association 
last year as a social service. It was 
conducted by the Southern Illinois 
University among citizens of Padu- 
cah, Kentucky (JourNAL, June 
1958, p. 684, and February 1959, p. 
386). The four-phase project, which 
required more than 8 months to 
complete, measured the effectiveness 
of the daily press, radio, and televi- 
sion as media of communication. 
Subject matter for the study was 


Stanley G. House, awards chairman, left, 
gives Silver Anvil, “oscar of the public 
relations field, to Director Robert A. Klob- 
nak, A.O.A. Division of Public and Profes- 
sional Service, at meeting of American 
Public Relations Association. 
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supplied by the Arthritis and Rheu- 
matism Foundation. 


Among other Silver Anvil win- 
ners were the National Broadcasting 
Company, in the category of com- 
munications; Lever Brothers Com- 
pany, distribution and marketing; 
Ralston Purina Company, educa- 
tional institutions and organizations ; 
and the City of Philadelphia, gov- 
ernment. In addition to the anvils, 
twenty-two certificates of achieve- 
ment were awarded. Among these 
winners were the Goodyear Tire 
and Rubber Company ; the Travelers 
Insurance Companies; Washington 
Post and Times Herald; National 
Educational Association, the Com- 
monwealth of Puerto Rico; and the 
Goodwill Industries of America, 
Inc. 


The panel of judges included: 
Alejandro Orfila, Minister Plenipo- 
tentiary, The Embassy of the Ar- 
gentine Republic; Major General 
A. H. Luehman, Director of the 
Office of Information Services, 


United States Air Force; Major 
General H. P. Storke, Chief of In- 
formation, Department of the 
Army; Rear Admiral C. C. Kirk- 
patrick, Chief of Information, De- 
partment of the Navy ; Colonel D. R. 
Nugent, Director, Division of In- 
formation, Headquarters, U. S. Ma- 
rine Corps; Glenn B. Sanberg, ex- 
ecutive vice president, American 
Society of Association Executives ; 
R. Lyle Webster, Director of Infor- 
mation, U. S. Department of Agri- 
culture; Harwood F. Merrill, vice 
president and editor, American 
Management Association ; Albert J. 
Zack, director of public relations, 
AFL-CIO; Howard P. Hudson, di- 
rector of information, National 
Planning Association; Dr. Melvin 
Brodshaug, dean, school of public 
relations and communications, Bos- 
ton University ; W. Richard Bruner, 
executive editor, Printer’s Ink; 
Richard Hodgson, executive editor, 
Industrial Marketing ; Professor Al- 
fred A. Crowell, head, department 
of journalism and public relations, 
University of Maryland; A. A. 
Desser, Commissioner, Federal Me- 
diation and Conciliation Service; 
Elmor A. Hammesfahr, director, 
conference and public information 
division, National Industrial Con- 
ference Board; and William Mc- 
Manus, vice president, public rela- 
tions department, Chesapeake and 
Potomac Telephone Company. 
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DEPARTMENT OF PUBLIC 


Aviation agency considers 
certification amendment 


> The following communication, 
received from J. E. Smith, M.D., 
Acting Civil Air Surgeon, Federal 
Aviation Agency (14 CFR Part 
406), Certification Procedures, is 
concerned with Class III medical 
examinations and certificates by 
medical examiners : 


Pursuant to the authority delegated to 
me by the Administrator, notice is here- 
by given that the Federal Aviation Agen- 
cy has under consideration a proposal to 
amend Part 406 to reestablish the pre- 
vious practice that only designated medi- 
cal examiners may give required airman 
medical examinations and issue medical 
certificates of any class. 

At present, only designated medical ex- 
aminers may give the examinations for 
and issue Class I and II medical certifi- 
cates. However, examinations for Class 
III airman medical certificates may be 
given, and the certificates issued, by any 
“competent licensed physician”, whether 
or not he has been designated by the Ad- 
ministrator as a medical examiner. This 
relaxation of the examination procedure 
for Class III medical certificates was 
brought about because of the shortage 
of physicians during World War IT and 
immediately thereafter which prevented 
the designation of sufficient medical ex- 
aminers at locations convenient to all 
areas of aviation activity. 


Although the adoption of the present 
procedure alleviated the then-existing 
condition, experience has shown that the 
procedure has produced some undesirable 
results. Under this blanket delegation of 
authority to all physicians to conduct the 
Class III medical examinations the Civil 
Air Surgeon is unable to supervise and 
instruct the large group of practitioners 
involved in regard to the proper proce- 
dures and changes thereto, which he 
finds necessary for the conduct of physi- 
cal examinations and issuance of medical 
certificates under Part 29 of the Civil 
Air Regulations. This has resulted in 
the issuance of Class III medical certifi- 
cates in some cases to applicants who did 
not meet in full the medical requirements 
established in Part 29. 


For some time, the Federal Aviation 
Agency has been increasing the number 
of designated medical examiners to pro- 
vide for the present and future needs of 
civil aviation. It is the opinion of the 
Civil Air Surgeon that the number of 
guch examiners convenient to areas of 
aviation activity is now sufficient to serve 
adequately all applicants for medical cer- 
tificates. This now permits. reestablish- 
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RELATIONS 


ment of the prior policy that only those 
physicians holding a designation by the 
Federal Aviation Agency may give medi- 
cal examinations for airmen medical cer- 
tificates and issue such certificates on be- 
half of the Agency. 

The proposed amendment does not pre- 
clude the designation as a medical ex- 
aminer of any competent licensed physi- 
cian presently eligible to perform Class 
III medical examinations. 

In order to accomplish the foregoing 
changes it is proposed to amend Part 406 
(14 CFR Part 406) by adding a defini- 
tion of the term “medical examiner” and 
by eliminating from Sections 406.11 (b) 
and 406.12 (c) (2) reference to licensed 
physicians who are not designated medi- 
cal examiners. Specifically, the changes 
would be accomplished as follows: 

1. By amending Sec. 406.1 by adding 

a new paragraph (e) to contain the defi- 

nition of a medical examiner to read as 
follows: 

(a) “Medical examiner” shall mean 

a licensed physician designated by the 


DEPARTMENT OF PUBLIC 


Bureau of Public Education on Health 


Florida seeks to provide 
osteopathic student aid 


P Interest continues in various 
programs carried on at state levels 
to encourage qualified students to 
undertake the long period of train- 
ing leading to qualification as osteo- 
pathic physicians and surgeons. 
Maintenance of state tax-support- 
ed medical schools is one method. 
In the western and southeastern 
states wide attention is being given 
regional educational compacts that 
provide for the training of physi- 
cians and surgeons at state expense. 
In the West, the program is carried 
on by the Western Interstate Com- 
mission for Higher Education, and 
in the Southeast, by the Southern 
Regional Education Board. At pres- 


Administrator to perform appropriate 
medical examinations and to issue medi- 
cal certificates prescribed by the Civil 
Air Regulations. 

2. By amending Section 406.11 (b) 
by striking from the first sentence there- 
of the phrase “a competent, licensed phy- 
sician, or”. 

3. By amending Section 406.12 (c) 
(2) by striking from the first sentence 
thereof the phrase “or a competent li- 
censed physician”. 

Interested persons may participate in 
the making of the proposed rule by sub- 
mitting such data, views or comments as 
they desire in writing within 30 days 
after publication of this notice in the 
FEDERAL REGISTER. Communications 
should be submitted in duplicate to the 
Office of Civil Air Surgeon, Federal 
Aviation Agency, Washington 25, D. C. 

Such communications will be available 
for examination by interested persons at 
the Public Docket Room of the Agency, 
Room B-316, 1711 New York Avenue, 
N.W., Washington, D. C., after the time 
for submitting such communications has 
expired. 

(Sec. 313(2), 72 Stat. 752; 49 U.S.C. 
1354 (a). Interpret or apply Secs. 314 
(a), 601, 602, 72 Stat. 754, 775, 776; 49 
U.S.C. 1355 (a), 1421, 1422) 

(F.R. Doc. 59-3158; Filed, Apr. 16, 
1959; 8:45 a.m.) 


AFFAIRS 


ent these regional compacts do not 
provide for students who wish to 
attend colleges of osteopathy. 
Another form of indirect support 
is exemption from taxation, accord- 
ed both osteopathic and medical col- 
leges in the various states in which 
they are located. Federal laws relat- 
ing to taxation, it may be pointed 
out, contain similar exemption pro- 
visions for nonprofit charitable in- 
stitutions conducting programs di- 
rected at the education of physicians 
and surgeons. The College of Os- 
teopathic Physicians and Surgeons 
in Los Angeles utilizes as one of its 
teaching institutions the Los An- 
geles County Osteopathic Hospital, 
a publicly owned hospital of the 
county of Los Angeles. The Phila- 
delphia College of Osteopathy re- 
ceives annually a grant of funds 
from the State Legislature of Penn- 
sylvania. Federal teaching grants 
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administered by the United States 
Public Health Service are allocated 
to osteopathic colleges to assist 
them in their teaching programs in 
cancer, cardiovascular diseases, and 
mental health. Also provided are 
fellowship and research grants. 

It is generally recognized, how- 
ever, that one of the most effective 
means of aiding medical and osteo- 
pathic colleges lies in scholarship 
programs administered at the state 
level. These medical and osteopathic 
colleges are the only ones qualified 
to provide training and education 
required by state law in preparation 
for licensing as physicians and sur- 
geons. 

THE Journat for June 1958 (p. 
679) carried a model bill for estab- 
lishing state scholarship or loan pro- 
grams for students attending osteo- 
pathic colleges. It was printed as a 
guide for divisional societies in sub- 
mitting bills to their state legisla- 
tures. Copies are available from the 
Central Office. 

The attention of the Central Of- 
fice has been brought to only one 
bill, in the state legislatures now in 
session, directed at creating a state 
scholarship program which would 


Leading osteopathic physicians in three states recently pre- 
sented awards to winners in the second annual newspaper 
story competition conducted by the American Osteopathic 
Association. Prizes of $100 each were given for articles 
having to do with osteopathic subject matter. Edward 
Eulenberg, Chicago newspaper writer and director of jour- 
nalism studies on the Chicago campus of Northwestern Uni- 
versity's Medill School of Journalism, was the contest judge. 


Right: Dr. Chester D. Swope, Washington, D.C., presents 
check and plaque to Nate Haseltine, medical writer for the 


Washington Post and Times Herald. 


Below, left: George Getze, left, science editor of the Los 
Angeles Mirror News, receives award from Dr. Nicholas V. 
Oddo, Long Beach, California. Hugh A. Lewis, the news- 
paper's publisher, holds the winner's plaque. 


Right: Dr. Arnold Melnick, Philadelphia, left, makes pres- 
entation to George R. Staab, of the Philadelphia Bulletin, 
as Dr. David Shuman, also of Philadelphia, stands by. 


include students attending colleges 
of osteopathy. House Bill No. 150, 
introduced in the Florida legisla- 
ture, seeks to amend the medical 
scholarship program .already in ef- 
fect to provide that one of the ten 
scholarships annually provided un- 
der the direction of the State Board 
of Health be awarded to a Florida 
student attending an osteopathic col- 
lege. Here is the bill: 


A BILL 
TO BE ENTITLED 

AN ACT to amend Chapter 57-406, 
Acts of 1957, being Section 458.081, Flori- 
da Statutes, 1957, to permit the State 
Board of Health to award one scholar- 
ship each year to a candidate for the 
degree of Doctor of Osteopathy. 

BE IT ENACTED BY THE LEGISLA- 
TURE OF THE STATE OF FLORIDA: 

Section 1. Section 458.081, Florida 
Statutes, 1957, is hereby amended to 
read as follows: 

Section 458.081. Medical Scholarships ; 
eligibility requirements. 

(1) There shall be awarded each fiscal 
year, beginning with the fiscal year com- 
mencing July 1, 1955, to persons selected 
by the state board of health in consulta- 
tion with the dean or deans of each fully 
accredited and operating four-year medi- 
cal college in the state, ten scholarships 
for the study of medicine leading to the 
attainment of the degree of doctor of 
medicine; provided, however, the state 
board of health shall award one of these 


ten scholarships to a qualified person se- 
lected by said board in consultation with 
the state board of osteopathic medical 
examiners for the study of osteopathic 
medicine in a fully accredited and ap- 
proved college of osteopathy conferring 
the degree of doctor of osteopathy and 
accredited and approved both by the 
American Osteopathic Association and 
the state board of osteopathic medical ex- 
aminers. 

Section 2. It is declared to be the leg- 
islative intent that this act shall be sup- 
plementary to chapter 57-406, acts of 
1957, now §§ 458.081—458.086, Florida 
Statutes; that those portions of Chapter 
57-406, which refer to medical college 
and doctor of medicine shall not apply 
so as to defeat the purpose of this act, 
but shall operate to permit the state 
board of health to send one deserving 
person each year to study osteopathic 
medicine, and to require that such stu- 
dent when graduated shall return to prac- 
tice osteopathic medicine in some commu- 
nity in Florida to be selected by the state 
board of health for at least fifteen 
months for each year of scholarship aid 
he has received. 

Section 3. This act shall take effect 
upon becoming a law. 


It is believed that more divisional 
societies should consider the feasi- 
bility of this type of legislation as a 
means of increasing the number of 
physicians and surgeons, D.O., 
practicing in their states. 
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Staff travels 


P Eight divisional society conven- 
tions held during May availed 
themselves of the services of these 
members of the Central Office staff : 

The Minnesota meeting in St. 
Paul—Dr. True B. Eveleth, Ex- 
ecutive Secretary; Dan Astrahan, 
press representative. . . . Wisconsin 
in Delavan—Robert Bennett, direc- 
tor of the Osteopathic Progress 
Fund; Lawrence W. Mills, director 
of the Office of Education; Mr. 
Astrahan. . . . Indiana in Fort 
Wayne—Mr. Astrahan. 

West Virginia in Charleston— 


Dr. Eveleth; Robert A. Klobnak, 
director of Public and Professional 
Service; Otha W. Linton, press 
representative; Mr. Bennett... . 
Virginia in Williamsburg — Mr. 
Bennett. . . . Georgia on St. Simon 
Island—Mr. Linton. . . . Arkansas 
in Little Rock—Dr. Eveleth. .. . 
Iowa in Des Moines—Dr. Eveleth; 
Mr. Bennett. 

Other Association affairs took 
Mr. Klobnak to Hollywood Beach, 
Florida (see story, page 663), and 
Mr. Mills to Evansville, Indiana, 
for the May 28 meeting of the 
A.O.A. Committee on Mead John- 
son Grants. (Watch for story of 
awards in the July JouRNAL.) 


A.O.A. visitors 


> Recent visitors to Central Office 
include: Drs. Nicholas V. Oddo, 
Long Beach, California; Bernard J. 
Plone, Riverside, New Jersey; 
Daniel W. McKinley, East Detroit, 
Michigan ; Paul T. Lloyd and Ken- 
neth L. Wheeler, of the Philadel- 
phia College of Osteopathy, Phila- 
delphia; V. L. Jennings, Fort 
Worth, Texas; H. C. Baldwin, 
Tulsa, Oklahoma; Theodore F. 
Classen, Warrensville Heights, 
Ohio; Francis E. LeBaron, Fox- 
boro, Massachusetts; and L. H. 
Marohn, Elkhart, Indiana. 


Pp RO Pp OSED amendments to the By-Laws 


of the American Osteopathic Association 


TRUE B. EVELETH, D.O. 
Executive Secretary 


By-Laws 
(For action in 1959) 


(The following proposed alternative amendment is 
presented by the Department of Public Relations in or- 
der to designate the present Department of Public Re- 
lations as the Council on Federal Health Programs.) 


ARTICLE IX.—_DEPARTMENTS, BUREAUS, AND COMMITTEES 


Amend by deleting Section 3 in its entirety and 
substituting therefor the following : 

The Council on Federal Health Programs shall 
consist of a chairman and four members appointed by 
the Board of Trustees—the Chairman of Bureau of 
Public Education on Health, and three from the mem- 
bership at large. The chairman and the member ap- 
pointed from the Bureau of Public Education on Health 
shall be appointed annually. The three members at 
large shall serve for terms of three years each, one to 
be appointed each year. Vacancies in the Council shall 
be filled by the Board of Trustees for the unexpired 
terms. The Council shall be authorized to employ or 
enlist such assistance as is necessary for the proper 
conduct of its duties, subject to the approval of the 
Board of Trustees. 

The duties of the Council shall be to carry out the 
policies of the Association and the directives of the 
Board of Trustees. The Council on Federal Health 
Programs shall have the responsibilities of matters hav- 
ing to do with the profession’s contact with Congress 
and the various United States Government depart- 
ments, bureaus and agencies, and the Council shall not 
expand its efforts to the assistance in affairs in the 
various divisional societies, except to provide informa- 
tion about, and interpretations of, Federal laws and 
rulings of government departments, bureaus and other 
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agencies. The Council shall report to the Board of 
Trustees and the House of Delegates. 


(The following proposed amendments are present- 
ed so that, if the Board of Trustees and House of Dele- 
gates take action on the recommendations of the Com- 
mittee on Structure and Function of the Bureau of 
Professional Education, arrangements can be made to 
implement the Council on Accreditation. This Council, 
as proposed, would replace the present Bureau of Pro- 
fessional Education and Colleges, the Committee on 
Accreditation of Postgraduate Training, the Advisory 
Board for Osteopathic Specialists, and the Bureau of 
Hospitals.) 


ARTICLE IX.—DEPARTMENTS, BUREAUS, AND COMMITTEES 


Amend by deleting Section 1 and substituting 
therefor the following: 

“The Department of Professional Affairs shall in- 
clude the Bureaus of Research, Professional Develop- 
ment and Conventions. Committees may be established 
by the House of Delegates or the Board of Trustees to 
carry out efficiently the work of the various bureaus. 
The Department shall have general supervision over all 
Association activities directed toward the profession, 
and shall perform such other duties as may be directed 
by the Board or House of Delegates.” 

Further amend Section 1 of Article IX by insert- 
ing the following as the second paragraph of the sec- 
tion. 

“The Council on Accreditation shall act as an 
agency of the American Osteopathic Association and 
shall investigate the educational programing and efforts 
of osteopathic colleges and hospitals. It shall have the 
authority on behalf of the Association to accredit osteo- 
pathic colleges and hospitals and, in related fields of 
education, to accredit educational programs such as in- 
ternships, residencies, and other types of education in 
accordance with policies, requirements and standards of 
the Association.” 
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This section is published monthly to inform the practicing physician about new drug products and medical equipment made avail- 


able on the market. It is a reference section prepared by THE JouRNAL from descriptive material furnished by ethical manufac- 
turers. The American Osteopathic Association does not necessarily advocate the use of these products nor disapprove any 
product not included. The purpose of the section is to provide trustworthy information in a convenient form. 


INSTRUMENTS FOR 
ENDOTRACHEAL 
INTUBATION 


Transparent tubes Anesthesiolo- 
gists collaborated with members of 
the Research and Development Staff 
of the Davol Rubber Company in 
developing a new transparent endo- 
tracheal tube which obviates some 
of the previous difficulties of intu- 
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bation. The so-called blind spot 
that may obscure important land- 
marks is not a problem with this 
tube. With its use the presence and 
type of excessive secretion—san- 
guineous, serous, or mucoserous— 
become visually apparent. Since the 
tube is relatively thermolabile, trau- 
ma due to pressure of the tube dur- 
ing prolonged surgical procedures 
may be minimized. In addition, spe- 
cial colored markings simplify the 
identification of tube size. 


Inflatable cuff with pilot balloon 
To fill a long-existing need for the 
anesthesiologist, an inflatable cuff 
with pilot balloon has been devel- 
oped which incorporates those sug- 
gestions most frequently submitted 
to Davol’s Professional Products 
Division. The apparatus provides 
for symmetrical inflation from 3 cc. 
to 15 cc. The pilot balloon offers 
visual insurance of inflation in situ, 


and is sensitive to the extent that an 
accurate estimation of intracuff 
pressure can be made by palpation. 
The nylon connector in the proximal 
end of the inflating tube permits the 
use of either a slip or a Luer-lok 
syringe without needle. Markers in- 
dicating the range of sizes of tubes 
that each cuff will fit are placed 
on each pilot balloon. 


Keown endotracheal tube guard 
This mouth prop is designed to 
eliminate possible occlusion of the 
tube due to compression by the pa- 
tient’s teeth and to lessen the pos- 
sibility of the endotracheal tube’s 
kinking in the mouth. The tube 
guard will accommodate all sizes of 
endotracheal tube up to 42 French 
scale. 


Manufacturer Davol Rubber Com- 
pany, 69 Point St., Providence 2, 
R. I. 
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Feosol 


*rSiccated ferrous sulfate, S.K.F 


Spansule 


 ‘staned release capsules, S.K.F 
for the treatment of iron-deficien*Y 

Reg 
Smith Kline & French Laboratories. 


FEOSOL® SPANSULE® 
CAPSULES 


Indications All simple iron defi- 
ciencies. Feosol is particularly use- 
ful for patients intolerant to ordi- 
nary oral iron, including convales- 
cents, the elderly, and those with 
poor digestive processes or gastro- 
intestinal complaints. It is of spe- 


cial value in cases of anemia asso- 
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ciated with peptic ulcer, where tra- 
ditional iron therapy may cause ir- 
ritation. Clinical trials with preg- 
nant patients show that 
Spansule capsules produce virtual- 


Feosol 
ly no gastrointestinal distress. 


Pharmacologic action Hemoglobin 
regeneration and reticulocyte re- 


sponse. 


Composition [Each Feosol Span- 
sule sustained-release capsule con- 
tains exsiccated ferrous sulfate, 
S.K.F., 150 mg. (equivalent to 225 
mg. ferrous sulfate, U.S.P.) dis- 
tributed among hundreds of minute 
pellets with special protective coat- 
ings. 

Advantages Leading hematologists 
have long maintained that ferrous 
sulfate is the most effective and 
most readily assimilated form of 
iron. The Spansule form assures 
that the drug is widely dispersed 
before absorption, allowing gradual 
disintegration throughout a wide 
area and reducing the possibility of 
The 


coatings are so prepared that few 


irritation. special protective 


pellets disintegrate in the stomach, 


where irritation is most likely to oc- 
cur; the coatings also keep the iron 
salt in desirable ferrous form until 
it is released for absorption. The 
dosage of one capsule daily is con- 
venient, easily remembered, and in- 
expensive, 


Overdosage should be 
of massive 


Precautions 
avoided. Symptoms 
overdosage with any iron prepara- 
lethargy, 
diarrhea, weak and rapid pulse, and 
low blood pressure. Local corrosion 
of the stomach and small intestine 


tion include vomiting, 


may result from massive overdoses 
of iron by mouth, and sufficient iron 
may then be absorbed through the 
injured mucosa to produce systemic 
damage. Shock is commonly pres- 
ent; stools are black and tarry; 
bronchial pneumonia may be a com- 
plication. Treatment includes gastric 
lavage, cathartics (if corrosion is 
not far advanced), enema, and ad- 
Meas- 
ures to combat shock, dehydration, 


ministration of demulcents. 


and respiratory failure may be nec- 
essary. Water, milk, or “univer- 
sal antidote” is given to delay ab- 
sorption of ingested iron, then re- 
moved by gastric lavage or emesis. 
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The stomach may be washed out 
with milk or with sodium bicar- 
bonate solution (3-4 tablespoons to 
a quart of water); the sodium bi- 
carbonate forms a poorly soluble, 
less toxic, ferrous carbonate. A 
cupful of sodium bicarbonate solu- 
tion or of milk is left in the stom- 
ach. To relieve irritation, a cup of 
milk may be given alternately with 
5 grams (75 grains) of bismuth 
every hour. Edathamil calcium di- 
sodium (Versenate), a chelating 
agent which forms readily soluble, 
un-ionized compounds with iron, 
may be useful in the treatment of 
iron overdosage. Versenate, manu- 
factured by the Riker Laboratories, 
Inc., may be given either orally or 
intravenously. 


Contraindications Feosol is con- 
traindicated in pernicious anemia or 
in cases requiring parenteral admin- 
istration of iron for extremely rapid 


hemoglobin regeneration. 


Clinical evidence In a study of 
over 200 anemic adult patients, it 
was found that one and in some 
cases two capsules daily corrected 
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iron-deficiency anemia within a rea- 
sonable time.. In pure deficiencies 
due to chronic hemorrhage or defi- 
cient intake of iron, the rate of 
hemoglobin regeneration equaled or 
exceeded 1 per cent per day. Side 
effects were few and mild. (Custer, 
R. P., and others, Am. J. M. Sc. 
235 :309, 1958) These investigators 
demonstrated acceleration of he- 
matopoiesis in healthy men who 
were phlebotomized weekly; on a 
dosage of one Feosol Spansule cap- 
sule daily, the hemoglobin, erythro- 
cyte, and hematocrit levels stopped 
falling when treatment was begun 
and rose as treatment was main- 
tained. 

In adult patients with iron defi- 
ciency associated with various dis- 
orders, Feosol Spansule capsules 
were administered with good re- 
sults. (Pote, H. E., Internat. Rec. 
Med. 171:87, 1958) 

In a representative series of preg- 
nant patients treated with Feosol 
Spansule capsules, 83 per cent 
showed good to excellent hemato- 
poietic response, and gastrointesti- 
nal distress was negligible. Patient 
acceptance of the drug was high. 

In iron-deficiency anemia in in- 


fants and children, a study showed 
that one capsule daily was sufficient 
to raise the hemoglobin levels in al- 
most all cases to within normal lim- 
its after 1 or 2 months of treat- 
ment; two Spansule capsules daily 
produced exceptionally rapid re- 
sponse—in half the children the 
level rose more than 1.5 per cent 
per day. There was no staining of 
teeth. (Gladding, S., M. Sc. 3:500, 
1958) 


Dosage One Feosol Spansule cap- 
sule daily for mild iron-deficiency 
anemias, iron deficiency of preg- 
nancy, and maintenance therapy. 
One capsule twice a day for more 
severe iron-deficiency anemias or 
where some rapid hemoglobin re- 
generation is needed. For young 
children, the contents of the capsule 
may be mixed in a spoonful of soft, 
cool food for easier ingestion. 


How supplied In bottles of thirty 
capsules. 


Manufacturer Smith Kline & 
French Laboratories, 1500 Spring 
Garden St., Philadelphia, Pa. 
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MEGIMIDE® 


Indications Megimide is an ad- 
junct to the management of barbi- 
turate intoxication, and barbiturate 
and thiobarbiturate anesthesia. Man- 
agement of coma due to accidental 
or suicidal overdosage with barbi- 
turates may be facilitated by the 
use of this drug. Depth of anesthe- 
sia may be lessened and recovery 
following thiobarbiturate anesthesia 
may be hastened in some cases. 


Pharmacologic action Megimide is 
a synthetic compound which acts on 
the central nervous system to coun- 
teract barbiturate depression or to 
restore protective reflexes following 
administration of intravenous bar- 
biturates. Its exact mode of action 


is uncertain. 
Composition Megimide (beme- 


gride ; 8-Ethyl-8-methylglutarimide ) 
is a white, odorless, and practically 
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tasteless crystalline compound which 
melts at approximately 123 C. Max- 


imum solubility in water (1:200) - 


occurs at pH 7. 


Advantages Possessing many of 
the properties of central analeptics, 
Megimide may be superior to other 
analeptic drugs in that it produces 
its effect at a dosage appreciably be- 
low that which results in convul- 
sions. Its action on the vital reflexes 
appears to be more specific than 
that of the older analeptic agents. 


Precautions It is important that 
the patient’s progress be assessed by 
clinical signs rather than by estima- 
tion of blood barbiturate levels. 
Careful observation of the patient 
should continue after reflexes have 
been restored, since regression is a 
possibility. Such regression is treat- 
ed by a further series of injections 
with 
Megimide may result in convul- 


of Megimide. Overdosage 
sions, in which case a short-acting 
barbiturate is used as an antidote. 
Administration of Megimide should 
not be commenced unless a solution 
of a short-acting barbiturate is read- 
ily available. 


Clinical evidence Shaw, F. H., 
and others, Nature 174:402, 1954. 
Shulman, A., and others, Brit. M. 
J., 1:1238, 1955. Hahn, F., Ober- 
dorf, A., and Schunk, R., Deutsche 
med. Wehnschr. 81:1580, 1956. 


Hahn, F., and Schunk, R., Deutsche 
med. Wehnschr. 81 71643, 1956. 
Harris, T. A. B., Lancet 181 :268, 
1955. Bentel, H., Barlow, M., and 
Ginsberg, H., Med. Proc. Medic 
Bydraes 2:198, 1956. Shaw, F. H., 
M. J. Australia 2:889, 1955. Hol- 
ten, C., Ugesk. laeger 72:118, 1956. 
Wright, J. T., Lancet 268 :1329, 
1955. Louw, A., and Sonne, L. M., 
Lancet 271 :961, 1956. Pedersen, J., 
Lancet 271 :965, 1956. Clemmesen, 
C., Lancet 271 :966, 1956. Kjaer- 
Larsen, J., Lancet 271:967, 1956. 
Kimura, E. T., and Richards, R. K., 
Arch. Int. Pharmacodyn. 110:29, 
March 1957. Achor, L. B., Geiling, 
E. M. K., and Domek, N. S., 
Anesth. & Analg. 35 :534, 1956. 


Dosage Megimide is administered 
intravenously in intermittent doses 
of 50 mg. each. In barbiturate and 
thiobarbiturate anesthesia each case 
requires individual assessment. As 
little as 50 mg. of Megimide may 
be effective in reducing depth of 
anesthesia, although more profound 
depression may require doses of 100 
to 200 mg. 


How supplied Sterile 10 cc. am- 
poules, each containing 50 mg. of 
Megimide dissolved in 10 cc. of 
isotonic saline (List No. 6944). 


Manufacturer Abbott Laborato- 
ries, North Chicago, Ill. Megimide 
is a registered trademark licensed 
by A. and G. Nicholas, Inc. 
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IMMOLIN® VAGINAL 
CREAM-JEL 


Indications Immolin provides ef- 
fective conception control without 


the use of a diaphragm. 


Pharmacologic action In contact 
with seminal fluid, Immolin forms a 
spreading matrix which traps, weak- 
ens, and kills spermatozoa within 
the distance they normally traverse 
in % second. 


Composition The active ingredi- 
ents are methoxypolyoxyethylene- 
glycol 550 laurate, 5 per cent, and 
nonylphenoxypolyethoxyethanol 1 
per cent, in a fine, white, dry, 
cream-jel emulsion base. 


Advantages Studies indicate that 
the use of Immolin Vaginal Cream- 
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Jel has resulted in an exceptionally 
low pregnancy rate. Its pH value is 
4.5, approximating that of the hu- 
man vagina; it is consistently free 
of toxicity and irritating effects. Be- 
cause it is white, odorless, and 
causes neither overlubrication nor 
leakage, Immolin Vaginal Cream- 
Jel is esthetically acceptable. 
Precautions In practical use, no 
special precautions have been nec- 
essary. 


Contraindications No _ conditions 
have appeared that would contrain- 
dicate the use of this product. 


Clinical evidence Results of one 
study showed that there were 3 un- 
planned pregnancies among 101 
married women using Immolin for 


4 to 28 months during 1,792 pa- 
tient-months of exposure, giving an 
unplanned pregnancy rate of 2.01 
per 100 years of exposure (Gold- 
stein, L. Z., Obst. & Gynec. 10:133, 
1957). 


Dosage One applicatorful in the 
region of the cervical os just before 
intercourse. 


How supplied No. 900 package 
contains a 75-gram tube with im- 
proved measured-dose applicator 
and an attractive zipper plastic case. 
No. 905 package contains a 75-gram 
tube only. 


Manufacturer Julius Schmid, Inc., 
423-439 West 55th St., New York 
19, N. Y. Immolin is a registered 
trademark of Julius Schmid, Inc. 


: 
Cis 
che 
56. 
6. 
) 4 
4 
i 
071 
y 


PROZINE* CAPSULES 


Indications For patients with a | 
primary emotional disturbance, pa- 
tients with emotional disturbances 
unrelated to organic disease, and 
patients emotionally disturbed by 
primary organic disease. Prozine 
controls emotional disturbances 
manifested by apprehension and 
agitation, insomnia, depression, nau- 
sea and vomiting, gastrointestinal 
disturbances, alcoholism, menopaus- 
al symptoms, or premenstrual ten- 
sion. Intended chiefly for use in 
day-to-day practice in overly appre- 
hensive medical patients (including 
surgical and obstetrical patients), in 
management of emotional problems 
of children, adolescents, and the 
aged, in emotionally disturbed pa- 
tients who receive little or no relief 
from analgesics, barbiturates, anti- 
cholinergics, antihypertensives, and 
hormones (estrogens and corti- 
coids). In such patients, the dosages 


of these drugs may often be sub- 


CAPSULES 


PROZIN 


stantially reduced. 


nd Pro 


Pharmacologic action Prozine is 
a dual-acting psychotropic agent, 
controlling anxiety and tension as 
well as motor excitability. Its ef- 
fects are mediated through the thal- 
amic and hypothalamic areas of the 


brain. 


Composition Prozine is a com- 
bination of two distinct chemical 
compounds, each capsule containing 


*Trademark of related company. 
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200 mg. meprobamate (2-methyl-2- 
n-propyl-1,3 propanediol dicarba- 
mate) and 25 mg. promazine hydro- 
chloride (10-(gamma-dimethylami- 
no-n-propyl)-phenothiazine hydro- 
chloride). 


Advantages The dual action re- 
sults in more specific control than 
is achieved with high doses of other 
ataractic agents. Thus the effective 
required dose of Prozine is dimin- 
ished to the point where the inci- 
dence of side effects and toxicity is 
minimal. Further advantages are 
nighttime sedation, control of nau- 
sea and vomiting, and amenability 
of the patient to additional therapy 
—educational, medical, or psychi- 


atric. 


Precautions The side effects most 
commonly seen with Prozine treat- 
ment are fatigue, lethargy, epigas- 
iric distention, and rash; these ef- 
fects occur in less than 4 per cent 
of cases. Drowsiness in the first 
48 hours is not considered a side 
effect but rather an indication that 
the dosage exceeds the patient’s 
needs. Doses beyond the recom- 
mended range may result in side ef- 
fects due to the individual constitu- 
ents of the drug. The only serious 
side effect reported has been the 
rare occurrence of allergic reactions 
to meprobamate. Treatment con- 
sists of the administration of anti- 
histamine and hydrocortisone. If a 
sympathomimetic agent is indicated, 
norepinephrine should be used, be- 
cause of the known reversal effect 
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of promazine on epinephrine. Re- 
actions to the promazine component 
include drowsiness, which usually 
disappears on continued treatment, 
and transitory postural hypotension, 
which may be controlled by placing 
the patient in a recumbent position 
with head lowered and legs elevated. 
If an accidental overdose produces 
severe hypotension, norepinephrine 
is the most suitable vasopressor 
drug. Seizures have been reported 
as occurring only where doses of 
promazine have been rapidly in- 
creased to levels above 1 gram per 
day, or where the patient has a his- 
tory of epilepsy that is not con- 
trolled by anticonvulsant therapy. 
Since promazine potentiates the ac- 
tion of analgesics and central nerv- 
ous system depressants, the dosage 
of such drugs should be reduced 
when Prozine is administered con- 
currently. If after prolonged use 
there is evidence of dependence on 
Prozine, the dosage should be re- 
duced gradually, to avoid withdraw- 
al reactions. 


Contraindications This combina- 
tion should not be used in comatose 
states due to central nervous system 
depressants (alcohol, barbiturates, 
opiates, etc.), or in cases where a 
drop in blood pressure may be un- 
desirable. 


Clinical evidence Barsa, J. A., 
Am. J. Psychiat. 115:79, 1958. 
Parks, R. V., Internat. Rec. M. 
171:678, 1958. Berger, F. M., J. 
Pharmacol. & Exper. Therap. 112: 


413, 1954. Rinaldi, F., and Him- 
wich, H. E., Dis. Nerv. System 16: 
133, 1955. Berger, F. M., Fed. 
Proc. 14:318, 1955. Hendley, C. D., 
Lynes, T. E., and Berger, F. M., 
Fed. Proc. 14:351, 1955. Martin, 
W. R., Demaar, E. W. J., and Un- 
na, K., J. Pharmacol. & Exper. 
Therap. 122: 343, 1958. Wilson, 
W. P., and Glotfelty, J. S., Dis. 
Nerv. System 19 :307, 1958. Hosko, 
M. J., and others, J. Pharmacol. & 
Exper. Therap. 119 :160, 1957. Seif- 
ter, J., Glassman, J. M., and Rauz- 
zino, F., J. Pharmacol. & Exper. 
Therap. 119:183, 1957. Bodi, T., 
Wirts, C. W., and Menduke, H., 
Am. J. Gastroenterol. 29 :643, 1958. 
Pindell, M. H., and others, J. Phar- 
macol. & Exper. Therap. 119:177, 
1957. Glassman, J. M., Rauzzino, 
F., and Seifter, J., J. Pharmacol. & 
Exper. Therap. 122:25A (Jan.) 
1958. Walkenstein, S. S., and oth- 
ers, J. Pharmacol. & Exper. Therap. 
123 :254, 1958. 


Dosage Usually one or two cap- 
sules of Prozine 3 or 4 times 
daily. A daily dosage which causes 
persistent drowsiness should be con- 
sidered excessive and gradually re- 
duced. Concurrent analgesics and 
central nervous system depressants 
should be given in reduced dosage. 


How supplied Capsules, green- 
and-white, each containing 200 mg. 
meprobamate and 25 mg. proma- 
zine hydrochloride, in bottles of 50. 


Manufacturer Wyeth Laborato- 
ries, Philadelphia 1, Pa. 
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CALDECORT 


Indications Pathologic conditions 
of the skin, including anogenital 
pruritus, atopic dermatitis, atopic 
dermatitis (infected), contact der- 
matitis, dermatitis venenata, derma- 
titis venenata (infected), eczema- 
toid dermatitis, eczematoid derma- 
titis (infected), folliculitis barbae, 
impetigo, infantile eczema, intertri- 
go, mycotic dermatoses, neuroder- 
matitis (localized and disseminat- 
ed), nummular eczema, otitis 
externa, otomycosis, pemphigus 
vulgaris, stasis dermatitis, sycosis 
barbae, tinea barbae, tinea circinata, 
tinea cruris. 


Composition Each gram of Calde- 
cort ointment contains calcium un- 
decylenate 30 mg. (3 per cent), hy- 
drocortisone acetate 10 mg. (1 per 
cent), neomycin sulfate 5 mg. (0.5 
per cent) equivalent to 3.5 mg. neo- 
mycin: base, in a water washable 
base. 


Pharmacologic action The oint- 
ment combines the actions of its in- 
gredients : Calcium undecylenate has 
a wide range of antifungal activity 
and therapeutic effectiveness; neo- 
mycin, which is both bactericidal 
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and bacteriostatic, is active against 


the common skin pathogens ; hydro- 
cortisone relieves excessive tissue 
reactions to irritants, infection, al- 
lergens, and trauma. 


Caldecort is a stable, 
well-tolerated, virtually nonsensitiz- 


Advantages 


ing preparation effective in a wide 
variety of dermatologic conditions. 
Because Caldecort is antifungal, 
anti-inflammatory, antipruritic, and 
antibacterial, treatment of skin con- 
ditions may begin promptly, regard- 
less of their type. Caldecort offers 
swift antipruritic action to relieve 
the itching so often associated with 
skin irritations and infections. 


Caldecort is intended 
for external application only. 


Precautions 


No findings 
have been made that contraindicate 
the use of Caldecort. 


Contraindications 


Clinical evidence Dolan, M. M., 
and others, J. Invest. Dermat. 28: 
539, 1957. Wyss, O., Ludwig, B. J., 
and Joiner, R. R., Arch. Biochem. 
7 :415, 1945. Peck, S. M., and Ro- 
senfeld, H., J. Invest. Dermat. 1: 
237, 1938. Litter, L., Connecticut 
M. J. 21:1045, 1957. Church, R., 
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Brit. M. J. 1:314, 1954. Friedland- 
er, S., and Friedlander, A. S., J. Al- 
lergy 25:417, 1954. Kile, R. L., 
Ohio M. J. 49:1097, 1953. Senturia, 
B. H., Alford, V., and Walsh, T. E., 
Ann. New York Acad. Sc. 61 :540, 
1955. Forbes, A., South. Med. J. 
45 :235, 1952. Waksman, S. A., 
Lechevalier, H. A., and Harris, 
D. A., J. Clin. Investigation 28 :934, 
1949. Selye, H., J. Am. M. A. 152: 
1207, 1953. Sulzberger, M. B., Wit- 
ten, V. H., and Smith, C. C., J. Am. 
M. A. 151:468, 1953. Hill, L. W., 
New England J. Med. 252:1038, 
1955. Kalz, F., McCorriston, L. R., 
and Prichard, H., Canad. M. A. J. 
72:7, 1955. Alexander, R. M., and 
Manheim, S. D., J. Invest. Dermat. 
21 :223, 1953. Robinson, R. C. V., 
and Robinson, H. M., South. M. J. 
49 :260, 1956. 


Dosage Ointment to be applied to 
affected area two or three times 
daily, or as directed by a physician. 


How supplied Collapsible tubes, 7 
gram (% av. oz.) and 28.35 gram 
(1 av. oz.). 


Manufacturer Maltbie Laborato- 
ries Division, Wallace & Tiernan, 
Inc., 25 Main St., Belleville 9, N. J. 


J OURNAL A.O.A. 


Si 
; 
| 


Current Literature 


The early detection of 
musculoskeletal disorders 


P INACCURATE OR mistaken diagnoses may arise from 
neglect of the orthopedic aspects of a case, says Fred- 
erick Liebolt, M.D., in the February 1959 issue of 
Postgraduate Medicine. Omission of an orthopedic ex- 
amination of the patient is due less to the physician’s 
lack of interest than to his lack of information on how 
to go about eliciting pertinent history, making the ex- 
amination, and interpreting the physical findings. For 
example, a patient may be treated for coronary disease 
when the symptoms are actually due to osteoarthritis in 
the thoracic segment of the spinal column, or he may 
be superficially treated for abdominal pain when the 
real trouble lies in collapsed lumbar vertebrae. With 
adequate knowledge of the musculoskeletal system and 
of instruments and technics for testing function, the 
physician will find that he can perform an orthopedic 
examination along with the routine physical examina- 
tion without inconveniencing the patient or adding ma- 
terially to the length of the examination. 

The author illustrates his point by setting forth 
procedures to be followed, from the specific questions 
to be asked of the patient initially, to the observations 
that can be made as the patient walks away from the 
examining table. He discusses the signs and symptoms 
that will lead to an adequate examination and the prin- 
ciples that will prevent the physician from overlooking 
an ordinary orthopedic condition. Although the simple 
details set forth are perhaps not complete or diagnostic 
in themselves, they will insure the recognition of defec- 
tive function, indicate the parts to be examined roent- 
genographically, and guide the physician in planning a 
more detailed examination later on. 


Chronic lead poisoning 


P SEVEN YEARS’ EXPERIENCE with cases of lead poi- 
soning at the Children’s Hospital of the District of 
Columbia are reviewed by George J. Cohen, M.D., and 
Walter E. Ahrens, M.D., in the March 1959 issue of 
The Journal of Pediatrics. The authors also analyze the 
background of the problem as set forth in recent medi- 
cal literature. They find that lead poisoning is still a 
significant cause of mortality and morbidity in children, 
and lead encephalitis an important killer and crippler. 
The most important cause of chronic lead intoxication 
in children is ingestion of lead-containing substances, 
usually paint from walls and woodwork. Highly sig- 
nificant—and little understood by parents and even 
some physicians—is the factor of pica, which means an 
abnormal appetite for inedible substances, and which is 
associated with almost every case of lead poisoning in- 
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volving a child. Routine inquiry into the presence of 
pica will disclose many cases before symptoms appear, 
and counseling directed at the cessation of the habit 
will help prevent continued poisoning. Medical treat- 
ment at present consists of the administration of cal- 
cium disodium ethylenediamine tetraacetate (EDTA), 
a safe and effective chelating agent which binds lead 
into a nontoxic complex easily excreted in the urine. 

The authors stress the importance of the roles of 
private physicians, public health authorities, and law- 
makers in the education of the public, inspection and 
proper repair of substandard housing, and more strin- 
gent laws regarding lead-containing paints. 


Syndrome of acute osteomyelitis 
of the superior maxilla 
in early infancy 


> THE GROWING PROBLEM of resistant staphylococci in 
hospitals will probably lead to an increase in the inci- 
dence of osteomyelitis of the superior maxilla in early 
infancy, according to Harold Lieberman, M.D., and 
Jacob Brem, M.D., reporting in the February 12, 1959, 
issue of The New England Journal of Medicine. This 
rare condition, which gives rise to a train of symptoms, 
is caused by a pathogenic Staphylococcus aureus. The 
syndrome is characterized by inflammatory edema and 
redness of the involved side of the face and nose, 
swelling of the eyelids so that the eye cannot be opened, 
chemosis of the conjunctiva, and orbital swelling, prop- 
tosis, and fixation of the globe of the eye. Vomiting 
and diarrhea usually are present also. Before the days 
of chemotherapy and antibiotics, the mortality rate was 
25 per cent; of the infants who recovered, many suf- 
fered deformities. The advent of penicillin brought 
dramatic cures in some cases, but in more recent cases 
this antibiotic has not been effective. 

The authors report 2 cases in which the isolated 
hemolytic staphylococcus was resistant to penicillin, 
streptomycin, and other agents in common use. Al- 
though still other agents, including erythromycin, chlo- 
ramphenicol, and novobiocin, were found to be effec- 
tive, the infection flared up again 3 weeks after the 
infants’ discharge from the hospital. The authors point 
out that even with the aid of different antibiotics there 
is the possibility of residual permanent damage. In one 
of their cases there was extensive decay of the decidu- 
ous teeth and absence of at least one permanent tooth ; 
in the other case there is a strong possibility that the 
vision of the right eye will be impaired. Early clinical 
and bacteriologic diagnosis, surgical intervention when 
indicated, and adequate and continued treatment with 
the proper antibiotic are essential to minimize or pre- 
vent damage. 
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Plethora in the newborn infant 
associated with cyanosis 
and convulsions 


P POSTNATAL ERYTIIROPOIESIS is reviewed in_ this 
article by Judith L. Wood, M.D., in the February 1959 
issue of The Journal of Pediatrics. High erythrocyte 
values are accepted as normal for the newborn infant, 
and an abnormal degree of plethora associated with 
anorexia, lethargy, cyanosis, and major convulsions 
has not previously been considered in the pediatric 
literature. The author reports 2 cases in which these 
findings were made and improvement was noted fol- 
lowing the replacement of a portion of venous blood 
with a comparable amount of plasma. The common 
causes of such symptoms in the newborn infant did 
not appear to be present; there was no evidence of 
dehydration, excessive weight loss, decreased urinary 
output, fever, toxicity, or infection. Physical findings 
did not support the possibility of congenital heart dis- 
ease or neurologic abnormality; labors and deliveries 
were uneventful in both cases. Evidence of the placen- 
tal dysfunction syndrome, however, was present in the 
two infants, as evidenced by the small size of the in- 
fants, their unusual wakefulness, and the marked dry- 
ness and peeling of their skin. The ruddy cyanosis 
shown by both infants was striking and unusual and 
was in keeping with the hematogenic findings. 

There is considerable variation among reports on 
erythrocyte values in the neonatal period. Recent find- 
ings indicate that the time of clamping of the cord 
has no appreciable effect, but that vigorous manipula- 
tion of the cord may cause an increase in erythrocyte 
values. Abnormal values due to structural defects in 
the placenta are well documented. The significance 
of prenatal hypoxia is not clear; some workers report 
that any factor interfering with oxygenation of the 
fetus for a prolonged period will stimulate erythro- 
poeisis, while others postulate that changes result from 
hemoconcentration rather than acceleration of erythro- 
poiesis. High erythrocyte values indicate a dispropor- 
tion between erythrocyte mass and plasma volume 
irrespective of the total blood volume. In the 2 cases 
reported, erythrocyte values were abnormally high at 
birth, and there was no significant postnatal increase. 
The onset of clinical signs did not appear to be asso- 
ciated with hemoconcentration, and there was no evi- 
dence of dehydration. The exchange transfusion treat- 
ment was instituted to decrease the erythrocyte mass 
without altering the total volume. Both infants were 
clinically well at 2 weeks of age. 


Treatment of 
threatened abortion 


> THE EFFECT OF bioflavonoids on capillary perme- 
ability may be used to advantage in threatened abor- 
tion, according to a report by William H. Ainslie, 
M.D., in the February 1959 issue of Obstetrics and 
Gynecology. In most cases of spontaneous abortion, 
uterine bleeding is a pathogenetic sign occurring usually 
between the fifth and twentieth weeks. To accommo- 
date the increased blood volume during pregnancy the 
total vasculature must adjust itself, and gestational 
changes probably include increased capillary perme- 
ability. Although vitamin C is useful in some cases, 
alterations in the vascular endothelium may lead to 
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bleeding that cannot be controlled by this vitamin alone. 
Water-soluble citrus bioflavonoid compounds, which 
resemble vitamin P in ability to restore capillary struc- 
tural integrity, have been used with some success in 
cases of habitual spontaneous abortion and in the pre- 
vention of erythroblastosis fetalis. 

In the study reported in this article, the author 
compared the results of treatment in two series of 
cases, each covering 1 calendar year. In the earlier 
series, uterine bleeding was observed in 64 of 304 
pregnant patients; 44 received treatment, and abortion 
ensued in 20. Medication consisted of various hor- 
mones and vitamins. The incidence of abortion for the 
whole series was 9.9 per cent. In the more recent 
series, uterine bleeding was noted in 127 of 534 cases; 
108 patients received treatment, and abortion ensued in 
44. Medication consisted of combined equal amounts 
of vitamin C and bioflavonoid compounds, with thyroid 
extract added in 19 cases. The over-all rate of spon- 
taneous abortion in the second series was 6.4 per cent. 
Although no improvement was noted in the rate among 
primiparas, there was significant improvement among 
patients with a history of previous abortion and those 
with Rh-negative blood. It appears that a therapeutic 
measure for the control of vascular changes in preg- 
nancy can significantly improve the fetal salvage among 
patients with uterine bleeding. 


Estimation of blood urea 


> A NEW AND rapid method for the determination of 
the blood urea level is described by D. Watson, B.Sc., 
and D. A. H. Pratt, M.B., in the November 22, 1958, 
issue of The Lancet. The test is suitable for use with 
as little as one drop of capillary blood, urine, or other 
body fluid. It is based on the production of a metallic 
stain when steam containing ammonia reacts with man- 
ganese and silver nitrate solution on filter paper. A 
soybean meal suspension, filter paper treated with man- 
ganese and silver nitrate, and a hot air oven are used 
for the test. Good correlation was found between 
values obtained with this procedure and that of Archer 
and Robb (1925). Estimations on blood to which 
varying amounts of urea were added showed a satis- 
factory recovery. The cost of the procedure in reagents 
and technicians’ time is about one quarter that of con- 
ventional methods. 


A radioisotopic investigation 
of the contamination of screws and tissues 
by screwdrivers 


P IN ORTHOPEDIC SURGERY there are two ways in 
which an orthopedic screw may be contaminated by the 
screwdriver used to insert it, according to a report by 
P. G, Laing, M.B., Laverne R. Madancy, B.S., and 
Mary A. Grebner, B.A., in The Journal of Bone and 
Joint Surgery, American volume, April 1959. First 
there is a transfer of metal through an inadvertent 
process of “cold welding,” in which ultramicroscopic 
particles of the screwdriver remain welded onto the 
screw head. Second, particles are cut off the screw- 
driver by the edge of the screw slot. This means that 
in an actual operation the surface of the implant may 
be “seeded” with pieces of different metals, leading to 
operative failure because of electrolytic inflammation, 
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loosening of the implant, or failure of a bone graft to 
unite. 

In the authors’ experiment, various kinds of 
screwdrivers were made radioactive and used on screws 
of inherently inert metals. Gamma radiation from the 
screw heads was counted; autoradiographs were then 
prepared, and the weights of transferred and flaked 
metal were calculated. Although the quantitative results 
show much variation, the authors tentatively suggest 
that among the screwdrivers tested the one made of 
AISI 420 stainless steel seemed slightly preferable for 
use with screws of AISI 316 and titanium. Cobalt- 
chromium-nickel-tungsten screwdrivers might prove 
useful for cobalt-chromium-molybdenum screws. It is 
emphasized that further research is needed, especially 
with regard to decreasing metallic transfer by lubrica- 
tion. 


The chain suture in 
operative gynecology 


P AN IMPROVED technic for securing hemostasis in the 
dissection of a bridge of tissue is reported by Robert 
Tauber, M.D., in the American Journal of Obstetrics 
and Gynecology, February 1959. Pointing out that er- 
roneously placed sutures can result in hemorrhage from 
unligated areas, the author describes a chain suture 
which, when properly applied, offsets the disadvantages 
of the clamp technic. The significant feature of the 
chain suture is that each “link” of the chain, created 
by the stump stitch and the encircling stitch, is tied in- 
dividually. The tissue is dissected after being ligated 
by the stump stitch and before the encircling stitch is 
placed, a safety factor that is lacking in the clamp tech- 
nic. Moreover, an accidental break of the ligature can- 
not cause a hemorrhage because no tissue is dissected 
before it is ligated. The chain suture cannot slip, and 
there are no areas between the ties which could remain 
unligated. The stumps consist of sound tissue, whereas 
the use of clamps is likely to damage the tissue by 
crushing. 

The author illustrates the principles of his technic 
by outlining its use for salpingectomy, salpingo-oopho- 
rectomy, and appendectomy. He also describes in detail 
a procedure for hysterectomy, showing how the technic 
of performance with a single suture affects the ligation 
of the parametrium, the angle stitch, hemostasis of the 
vaginal cuff, the safety suture, and peritonization of the 
parametrial stumps. 


Vertebral osteotomy for kyphosis, 
especially in Marie-Strumpell arthritis 


> FIFTY CASES OF severe kyphosis corrected by verte- 
bral osteotomy are reported by Docteur J.-J. Herbert, 
of Aix-les-Bains, France, in the March 1959 issue of 
The Journal of Bone and Joint Surgery, American vol- 
ume. The author first described his technic for total 
osteotomy of the spine in 1947. This procedure, which 
can be accomplished in two stages if necessary, has 
been little modified in subsequent use, and has proved 
successful in cases of ankylosing spondylitis that until 
1945 would have been considered hopeless. 

The first stage of the operation is resection of the 
neural arch by lumbar or thoracolumbar osteotomy. If 
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correction of the deformity is not accomplished after 5 
or 6 days, the second stage, anterior vertebral oste- 
otomy, is carried out. The author describes his proce- 
dures in detail and summarizes the results in 50 cases— 
1 of congenital kyphosis, 1 of traumatic kyphosis, and 
48 of ankylosing spondylitis. The second-stage opera- 
tion was necessary in only 10 cases, all of which in- 
volved ankylosing spondylitis. In the majority of the 
patients, the deformity had been so severe as to cause 
considerable functional disturbance. After osteotomy, 
their general health was much improved and visceral 
capacity increased. The arthritic process was arrested 
in nearly all cases. 


The importance of chest 
roentgenography in the diagnosis 
of pulmonary embolism 


P PULMONARY EMBOLISM is commonly misdiagnosed 
as pleurisy, pneumonia, and coronary artery disease, 
according to authors George N. Stein, M.D., Jen Ti 
Chen, M.D., Frank Goldstein, M.D., Harold L. Israel, 
M.D., and Arthur Finkelstein, M.D., writing in The 
American Journal of Roentgenology, Radium Therapy, 
and Nuclear Medicine, February 1959. Since there are 
no pathognomonic symptoms and signs and no specific 
laboratory tests, the diagnosis often rests on the alert- 
ness of the radiologist. It is important that the radi- 
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variations of a pulmonary infarct as seen in a single 
anteroposterior exposure made with portable apparatus, 
for patients with pulmonary embolism are frequently 
too ill to undergo a series of exposures. In 72 cases 
reviewed by the authors, the correct diagnosis was 
suggested by the radiologist in 10 patients in whom 
there had been no clinical evidence of embolism. For 
the entire series, however, the radiologist suggested the 
diagnosis of embolism in only 54 per cent. It is con- 
cluded that the radiologist should consider pulmonary 
embolism in the differential diagnosis of every acute 
cardiorespiratory illness, and suggest it specifically in 
cases showing roentgen evidence of pulmonary and 
pleural densities. He should learn to recognize charac- 
teristic roentgenographic patterns giving strong evi- 
dence for the diagnosis even in the absence of typical 
clinical manifestations, since early treatment may pre- 
vent fatal massive embolism. 


A review of fifty-one cases 
of multiple myeloma 


P BACTERIAL PNEUMONIA @s a serious complication of 
multiple myeloma is emphasized in this report by 
Harry Glenchur, M.D., Horace H. Zinneman, M.D., 
and Wendell H. Hall, M.D., in the 4.M.A. Archives 
of Internal Medicine for February 1959. In the series 
of 51 patients, 28 had a history of at least one episode 
of pneumonia ; one patient had 12 attacks over a period 
of several years. In 17 cases, pneumonia was either 
the direct or concomitant cause of death. In only one 
of the 28 patients was there a normal serum protein 
electrophoresis pattern. Of the series of 51, 7 expe- 
rienced bacteremia; more than half had other infec- 
tions, predominantly of the urinary tract. 

The high incidence of recurrent pneumonia in 
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cases of multiple myeloma results from various factors, 
of which the most important is defective antibody pro- 
duction, especially in patients with large amounts of 
globulin in the serum. The immunologic response of 
patients with multiple myeloma seems to be comparable 
to that of patients with agammaglobulinemia, the com- 
mon denominator being a profound reduction in the 
immunologically active serum globulins. Repeated bac- 
terial infection, especially pneumococcal pneumonia, 
should be emphasized as an important and often early 
complication of multiple myeloma. Antibiotics are et- 
fective, but only if they are administered promptly and 
adequately. 


Congenital deficiency 
of the abdominal musculature 
and obstructive uropathy 


P ALTHOUGH CONGENITAL DEFICIENCY in the abdomi- 
nal wall is immediately apparent in the newborn infant, 
it is the associated urinary deformity that is potentially 
fatal. John H. McGovern, M.D., and Victor F. Mar- 
shall, M.D., in the March 1959 issue of Surgery, Gyne- 
cology & Obstetrics, emphasize that whether the condi- 
tion is noted at birth or later, prompt evaluation of the 
urinary tract is imperative. Proper treatment, which 
varies from one patient to another, can avert early 
death in at least some cases and prevent urinary in- 
validism in others. Corrective treatment usually re- 
quires urinary drainage, preferably by nephrostomy, as 
the first step. Plastic operations on the ureters and 
vesical outlet usually are required. 

The embryologic basis for this comparatively rare 
anomaly is not exactly known, but it occurs most often 
in male infants and is usually associated with cryptorch- 
ism. Deformities in the gastrointestinal tract, the tho- 
racic cage, and the lower extremities are often found 
also. Cardiovascular anomalies have been less fre- 
quently reported. The truly serious feature, however, 
is the obstructive uropathy, and most of the deaths have 
been caused by renal deficiency and urinary sepsis. The 
authors report 7 cases, giving the details of the treat- 
ment and subsequent course in 1 case which exempli- 
fied the advanced stage of the syndrome and the good 
result that can be obtained. It is believed that the re- 
ported incidence may increase as information about the 
disorder is more widely disseminated. 


Variations in the roentgen appearance 
of the “esophageal lip” 


> NORMAL VARIATIONS IN the roentgen appearance of 
the cervical segment of the esophagus should be taken 
into account when this area is being investigated for 
pathologic changes, according to authors Theresa L. 
Siebert, M.D., Joseph Stein, M.D., and Maxwell H. 
Poppel, M.D., in the April 1959 issue of The American 
Journal of Roentgenology, Radium Therapy, and Nu- 
clear Medicine. Because of technical difficulties in ob- 
taining visualization of this area, the radiologist is not 
as familiar with the cervical segment as he is with the 
remaining esophageal segments. 

“Esophageal lip” is the name given to a frequently 
occurring transverse fold on the posterior wall of the 
esophagus at its junction with the hypopharynx. Pre- 
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sumably this fold is formed by the transverse fibers of 
the ericopharyngeus muscle, and it may easily be mis- 
taken for an abnormal swelling of the mucous mem- 
brane. A case of this sort prompted the authors to in- 
vestigate the appearance of the cervical esophagus in 50 
asymptomatic male patients. Anteroposterior and lateral 
roentgenograms of the esophagus were made, and the 
frequency and extent of the smooth bulge on the pos- 
terior wall were noted. It was observed to be situated 
at various levels from the sixth cervical through the 
first thoracic vertebrae, but always at the same level in 
the same patient. It appeared more frequently and was 
more prominent among the older patients, without defi- 
nite relation to spur formation on the cervical spine. 
The findings indicated that the “esophageal lip” is not 
necessarily associated with dysphagia and has no defi- 
nite pathologic significance. 


Decisions to be made in 

the management of 

patients with massive bleeding 

from the upper gastrointestinal tract 


> FROM A PRACTICAL standpoint, the surgeon must 
consider only two main divisions of massive bleeding, 
that caused by an ulcer, to which are added certain 
cases of unknown cause, and that caused by esophageal 
varices, says C. Stuart Welch, M.D., in the October 
1958 issue of The Surgical Clinics of North America. 
If massive hemorrhage is defined as loss of more than 
one half of the patient’s blood volume in a short time, 
it is probable that a mortality rate of 15 per cent will 
obtain among patients managed medically. If all pa- 
tients with massive hemorrhage were operated on, it is 
doubtful that the mortality rate would be less; there- 
fore, it seems the problem for the surgeon is to select 
the 15 out of 100 who might die and try to salvage this 
group. Each surgeon or clinic should select an arbitrary 
probable mortality rate which would obtain if no ulcer 
bleeders were operated on and use this as a basis of 
comparison of the addition of surgery in selected cases 
during a given period. In bleeding caused by esopha- 
geal varices, again a selection of cases for surgical 
treatment should be made and the results judged by 
considering combined medical-surgical treatment. Such 
results must be compared with an arbitrarily accepted 
figure for medical treatment by support and tamponade. 
A 50 per cent mortality rate for bleeding from esopha- 
geal varices and cirrhosis of the liver is a realistic 
figure for such comparison. In the patient with ulcer, 
when rapid bleeding cannot be controlled by tamponade, 
operation must be done (partial gastroduodenectomy 
removing the ulcer) within a few hours. Only physical 
examination, hematocrit determination, prothrombin 
time, and estimation of blood ammonia and brom- 
sulphalein retention should be done. In patients with 
continuous substantial bleeding of ulcer origin, the 
basic indication for operation is continued hemorrhage 
requiring continuous blood replacement to maintain 
satisfactory blood volume as shown by hematocrit. The 
operation favored for patients with esophageal varices 
is an abdominal approach for exploration of the upper 
gastrointestinal tract; if varices seem to be the cause 
of bleeding, a transabdominal esophagogastrotomy is 
made and the varices oversewn. The laboratory, in- 
cluding x-ray examination, plays an adjunctive but 
minor role in the decision to operate for hemorrhage. 
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> Books for review which were received during the period 
from April 5 to May 5 are listed on advertising pages A-154- 
157. Reviews of these books will be published as space permits. 


>» THE RECOVERY ROOM. A Symposium. By John 
Adriani, M.D., Professor of Surgery, School of Medicine, 
Tulane University, Clinical Professor of Surgery and Pharma- 
cology, School of Medicine, Louisiana State University; 
Professor of General Anesthesia, School of Dentistry, Loyola 
University of the South; and Director, Department of Anes- 
thesiology, Charity Hospital of Louisiana, New Orleans; and 
John B. Parmley, M.D., Instructor in Surgery, School of 
Medicine, Tulane University; Director, Department of Anes- 
thesia, Hotel Dieu; Visiting Anesthesiologist, Tulane Unit, 
Charity Hospital, New Orleans. Cloth. Pp. 123, with illustra- 
tions. Price $4.25. Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1958. 


The ever-widening use of recovery rooms for 
postanesthesia observation has resulted in improved pa- 
tient care and lowered morbidity during the immediate 
postsurgical period. In this symposium are various 
questions and answers concerning just about all phases 
of a recovery room. Authorities in surgery, anesthesi- 
ology, nursing, and administration, numbering forty- 
five in all, have submitted their opinions in a panel type 
of discussion. 

To those individuals who are contemplating setting 
up a recovery room this book should prove very help- 


ful. On this basis it can be recommended. - 
A. A. Gorpen, D.O. 


®» TECHNIC AND PRACTICE OF PSYCHOANALYSIS. 
By Leon J. Saul, M.D., Professor of Clinical Psychiatry, Medi- 
cal School of the University of Pennsylvania; Training An- 
alyst, Philadelphia Psychoanalytic Institute; Psychiatric Con- 
sultant, Swarthmore College. Cloth. Pp. 244. Price $8.00. J. 
B. Lippincott Company, East Washington Square, Philadelphia 
5, 1958. 


This book, even more than Dr. Karl Menninger’s 
recent work, marks a new trend in presentations of 
classical psychoanalytic technic. 

If one studies the earlier books on the subject, one 
finds primarily intensive theoretical discussions of the 
nature of resistance, defense, transference, and an at- 
tempt to grasp, more or less abstractly, how a radical 
cure or improvement of personality difficulties takes 
place in analysis. 

Dr. Saul does not have a specifically scientific ob- 
jective. His work is filled with the spirit of friendly 
advice, reassurance, and caution. Trainees in the art 
of psychoanalysis will take comfort and strength from 
his words and will at the same time certainly feel they 
have learned something. 

Dr. Saul offers illustrative examples of each phase 
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of treatment under discussion from his long experience 
as a psychiatrist and training analyst. Another distin- 
guishing feature of his work is the absence of contro- 
versial issues of polemical references to other theories 
or practices in contemporary psychotherapy. His em- 
phasis on dream interpretation is very helpful and re- 
freshing. 

The author also emphasizes the social mission of 
psychoanalytic therapy and, consequently perhaps, 
stresses the importance of the analyst as a “Model of 
Maturity,” for his patients and for society. The result, 
I am afraid, is an emphasis on the adaptive, adjustment 
aspects of treatment. 

This kind of book is certainly what psychoanalytic 
trainees have been looking for, and will doubtless in- 
spire similar and even more practice-oriented works in 
the future. 

Ceci, Harris, D.O., M.Sc., F.A.C.N. 


>» THE PSYCHOLOGY OF MEDICAL PRACTICE. By 
Marc H. Hollender, M.D.; Professor and Chairman, Depart- 
ment of Psychiatry, State University of New York, Upstate 
Medical Center, and Director, Syracuse Psychiatric Hospital. 
Cloth. Pp. 276. Price $6.50. W. B. Saunders Company, West 
Washington Square, Philadelphia 5, 1958. 


This is a little book that every physician should 
own. It should be read and studied and the material 
contained therein made a part of the doctor’s armamen- 
tarium, 

The author has set out to present a discussion of 
the little things of medical practice that are thought 
about but rarely mentioned. These are points that do 
not appear in textbooks, nor do they ordinarily make 
up a part of the teachings in medical schools. He pre- 
sents suggestions of how to handle the personal side of 
everyday problems, and what to do about the emotional 
aspects of medical illnesses. 

The subdivisions of the volume will give an idea 
of the scope. The chapter headings are: “The Doctor- 
Patient Relationship,” both basic considerations and 
practical aspects ; “The Medical Patient,” “The Surgi- 
cal Patient,” “The Obstetrical Patient,” ‘““The Pediatric 
Patient in Health,” “The Pediatric Patient in Illness,” 
“Psychological Considerations in the Use of Medica- 
tions,” and “The Non-Medical Prescription.” The au- 
thor tackles this task with the objective in mind “to 
turn a psychological spotlight on the patient, the physi- 
cian and . . . the medical situation.” As he states it, 
“This purpose] is not to provide cookbook-like recipes. 
It is rather to evolve general principles and to illustrate 
an approach.” He goes further in explaining his pur- 
pose in writing the book: 

A basic assumption, which has influenced my thinking, is 
that time-honored approaches to patients, selected intuitively or 
through trial and error, probably have value, at least for some 
patients. I have raised the following questions in studying 
these approaches: What purpose do they serve? Who will 
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benefit from them? Who will not? I have attempted to delin- 
eate the underlying mechanism involved. 

The format of the volume is pleasing ; the material 
is broken up by many subtitles, and a very good index 
allows ready reference to any topic very quickly. The 
author’s style is easy to follow; he uses clear language 
nearly devoid of technical terminology and he goes di- 
rectly to the point of the subject under discussion. 

It is a work of this kind that stresses the human 
side of practice and emphasizes medicine as an art 
rather than a science. It communicates feeling and in- 
terest in the comfort and welfare of the patient along 
with the scientific handling of his medical problem. It 
is the type of presentation that should appear more fre- 
quently. 

Tuomas J. Meyers, Ph.D., D.O. 


>» CLINICAL ORTHOPAEDICS. By Anthony F. DePalma, 
Editor-in-Chief. Number Twelve. Cloth. Pp. 327, with illus- 
trations. Price $7.50. J. B. Lippincott Company, East Wash- 
ington Square, Philadelphia 5, 1958. 


Rehabilitation is the main theme of this issue of 
Clinical Orthopaedics. The subject is approached, of 
course, from the specialized viewpoint of the ortho- 
pedic surgeon ; general topics concern rehabilitation for 
patients with chronic diseases, for amputees, and for 
patients suffering denervation from various causes. 
One of the articles in this section is a compact and 
critical review on methods of physical therapy; others 
cover specific fields in rehabilitation in an especially 
helpful manner. The second half of the book is a 
collection of papers on general orthopedics. 


> OPERATIVE SURGERY. Progress Volume 1958. Gen- 
eral Index. Under ‘the General Editorship of Charles Rob, 
M.C., M.CHIR., F.R.C.S., Professor of Surgery, St. Mary’s 
Hospital, London; and Rodney Smith, M.S., F.R.C.S., Surgeon, 
St. George’s Hospital, London. Cloth. Pp. 176, with illustra- 
tions. Price $8.40. F. A. Davis Company, 1914-16 Cherry 
Street, Philadelphia 3, 1958. 


An index to the eight volumes which constitute the 
main body of this fine work, and a section outlining 
new developments in surgical technics, form the con- 
tent of this closing volume of Operative Surgery. The 
progress notes are supplementary in nature, in that 
complete outlines for the surgical procedures are left 
to the main body of the work and are merely cross- 
indexed ; however, the excellent illustrations that char- 
acterized the previous parts of the set are in evidence 
here, making the suggested changes in technic very 
clear. The total effect of the work in all its volumes 
is that of authoritative presentation combined with 
clarity and ease of use. 


>» CURRENT THERAPY—1959. Latest Approved Methods 
of Treatment for the Practicing Physician. Edited by Howard 
F. Conn, M.D. Consulting Editors: George E. Burch, M. Ed- 
ward Davis, Vincent J. Derbes, Garfield G. Duncan, Hugh J. 
Jewett, Clarence S. Livingood, Perrin H. Long, H. Houston 
Merritt, Walter L. Palmer, Hobart A. Reimann, Cyrus C. 
Sturgis, Robert H. Williams. Cloth. Pp. 781. Price $12.00. 
W. B. Saunders Company, West Washington Square, Phila- 
delphia 5, 1959. 


A new edition of Current Therapy is off the press, 


the first in the second decade of this series of annual 
reviews. The preface to this volume describes the 
policy of rotating topics among various authors which 
has been followed in more recent editions. By this 
means all schools of thought are represented, but the 
formidable task of preparing several viewpoints for 
publication each year, when only minor changes have 
taken place in each within the previous 12 months, is 
eliminated. New features in this volume are tables of 
normal laboratory findings, a list of packaging infor- 
mation about all drugs mentioned in the volume, and an 
extensive table of pediatric dosages. The section on 
poisonings has been enlarged, though its dimensions in 
a book on general treatment are still necessarily limited. 


> DIFFICULT DIAGNOSIS. A Guide to the Interpretation 
of Obscure Illness. By H. J. Roberts, M.D., Diplomate of the 
American Board of Internal Medicine; Fellow of the American 
College of Chest Physicians; Associate of the American Col- 
lege of Physicians; Staff, Good Samaritan Hospital and St. 
Mary’s Hospital, West Palm Beach, Florida; Formerly, Re- 
search Fellow and Instructor in Medicine, Tufts University 
Medical School; Formerly, Research Fellow and Instructor in 
Medicine, Georgetown Medical School. Cloth. Pp. 913, with 
illustrations. Price $19.00. W. B. Saunders Company, West 
Washington Square, Philadelphia 5, 1958. 


The object of this text is to provide a guide in 
obscure illness for diagnosticians “whose experience 
and skepticism will critically dictate to them its place in 
the analysis of difficult case material.”” The author 
cautions at the outset that this kind of medical reading 
is dangerous for those who are not yet thoroughly 
grounded in the disciplines of everyday diagnostics. In 
this connection, the author cites a study of diagnostic 
error based on a large number of autopsy reports; it 
was found that “the correctible misdiagnoses could be 
attributed as frequently to deficiencies involving medi- 
cal judgment, alertness and thoroughness as to the 
actual lack of medical knowledge.” He elaborates on 
these deficiences enough to set awareness of their exist- 
ence in oppositional balance with the more abstruse 
knowledge presented in the body of the text. 

The basic plan of the book is to furnish a system- 
atized list of possibilities for a given diagnostic problem, 
give somewhat brief resumes of the various conditions, 
and supply references for more complete study of any 
one disorder. Most of the references are to standard 
periodicals, on the basis that they are more likely to be 
available, to have more detailed discussions of the sub- 
ject than textbooks, and to be more up to date. He 
stresses the point that his book is not meant to be an 
all-inclusive treatise on disease; neither is he attempt- 
ing to deal with fully developed classic syndromes, but 
rather with the early or atypical manifestations of 
disease. 

He discusses various means for determining the 
source of these atypical manifestations, under somewhat 
unusual though common-sense headings. Among these 
are the cutaneous manifestations of disease, from the 
aspect of ‘“dermopathology as a window to systemic ill- 
ness.” To augment the discussion on this subject he 
includes a 64-page atlas of systemic dermadromes, cov- 
ering seventeen areas of dermopathologic manifesta- 
tions. Other areas of special discussion include an 
analysis of effects of therapeutic measures employed, 
familial predisposition to disease, and unysual compli- 
cations of a more common disease already under treat- 
ment. An entire section of the book is devoted to a 
listing and an analysis of laboratory and clinical diag- 
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nostic methods, with brief descriptions of procedures 
and expected results in each case. A bibliography of 
several hundreds of references is arranged so that a 
specific subject can be located with ease. Indexes by 
symptoms and by general subjects close the book. 

The author does not anticipate that his work will 
be free from omissions or errors, but is hopeful that its 
intended audience will find it worth while. It certainly 
merits examination by the experienced diagnostician, 
and consideration as a supplementary text for the less 
practiced doctor. 


>» HUMAN BIOCHEMISTRY. By Israel S. Kleiner, 
Ph.D., Professor of Biochemistry and Director of the Depart- 
ment of Biochemistry, New York Medical College, Flower and 
Fifth Avenue Hospitals; Formerly Associate, The Rockefeller 
Institute for Medical Research, New York; and James M. 
Orten, Ph.D., Professor of Physiological Chemistry, Wayne 
State University College of Medicine, Detroit, Mich. Ed. 5. 
Cloth. Pp. 808, with illustrations. Price $9.00. The C. V: 
Mosby Company, 3207 Washington Blvd., St. Louis 3, 1958. 


The chemicals involved in bodily metabolism, in- 
cluding their structure, utilization, and the reactions 
they produce, are interestingly and clearly explained in 
this text. The results of various hormone, vitamin, 
or enzyme excesses, norms, or deficiencies, are dra- 
matically illustrated both by the text and photographs. 

The chapters on metabolism and on blood have 
been completely rewritten. Other chapters are revised 
or rearranged for greater ease of use. Both sides of 
the controversial subject of “high-energy phosphate 
bonds” have been presented. Dr. Kleiner, who pre- 
viously was the sole author, has enlisted the help of 
Dr. Orten, an experienced biochemistry teacher and 
investigator, in preparation of this fifth edition be- 
cause of the “enormous volume of new material.” The 
book has been entirely reset, with the addition of many 
new illustrations and re-engravings of the old. The 
text is designed for the use of students in medicine, 
dentistry, and allied sciences, as was its purpose in 
previous editions. 


>» LABORATORY INSTRUCTIONS IN MICROBIOL- 
OGY. By Louis P. Gebhardt, Ph.D., M.D., Professor and 
Head of the Department of Bacteriology, College of Medicine, 
University of Utah, Salt Lake City, Utah; and Dean A. An- 
derson, M.S., Ph.D., Professor of Microbiology and Head of the 
Department of Biological Sciences, Los Angeles State College 
of Applied Arts and Sciences, Los Angeles, California. Ed. 2. 
Paper. Pp. 261, with illustrations. Price $3.75. The C. V. 
Mosby Company, 3207 Washington Boulevard, St. Louis 3, 
1958. 


The basic science of microbiology has lately been 
in almost as much turmoil as the clinical science of 
pharmacology. The most up-to-date book an author 
can produce is likely to be behind the times even as it 
comes off the press. Therefore this second edition of 
Gebhardt and Anderson’s laboratory manual is largely 
concerned with new technics, equipment, and media; 
also it brings its bacteriologic terminology into agree- 
ment with the seventh edition of Bergey's Manual. 
Noteworthy is the authors’ attention to the deletion or 
revision of material “which failed to produce the de- 
sired teaching results.” It is not easy for an author to 
take a clear-eyed view of the way his work measures 
up to the actual needs of teachers and students. Appar- 
ently we have here an example of that rare combina- 
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tion: medical science and educational philosophy. For 
the authors’ stated objectives as well as their approach 
in the text seem based on sound principles of education. 

To one who has assiduously avoided contact with 
laboratory work in any shape or form, this book makes 
it seem almost possible to become intrigued by such 
things as hay infusions, inedible beef extract, and 
moldy gelatin. The instructions are direct, simple, and 
informal, without “talking down” ; the prefatory list of 
general instructions is a masterpiece of good sense. 
Each exercise is preceded by a few sentences of his- 
torical or technical background material that catches 
one’s interest and sets the stage for the experiment. 
There are references to sources that will satisfy the 
inquiring mind, and there are good clear drawings 
where necessary. The pages are punched and perfor- 
ated for easy removal to looseleaf notebooks. The 
format is practical, and while certainly not beautiful 
it is at least not unpleasing. One might wish for more 
artistic typography—especially with regard to the head- 
ings, where the huge capitals are something of a shock 
to the vision. This is a very minor point, however, 
compared to the general excellence and usability of the 
manual. 


> A MODERN PRACTICE OF OBSTETRICS. By D. M. 
Stern, M.A., M.B., B.Ch.(Cantab.), F.R.C.S., F.R.C.O.G.; and 
C. W. F. Burnett, M.D.(Lond.), F.R.C.S., F.R.C.0.G. Ed. 2. 
Cloth. Pp. 258, with illustrations. Price $9.00. The Williams & 
Wilkins Company, Mount Royal and Guilford Avenues, Balti- 
more 2, 1958. 


General practitioners and students would find this 
British text in obstetrics most useful, although anyone 
would be interested in its succinct approach to the sub- 
ject. Part of that interest, aside from the fine technic of 
writing that is displayed, is because the book is based al- 
most entirely on personal experience rather than being 
a collection of statements merely transferred from one 
textbook into another without passing through the in- 
dividualizing process of personal testing. The authors 
have avoided theorizing, perhaps to a fault, except 
where the theories bear directly upon patient care. 
Anatomy and physiology, except as they relate directly 
to applied branches of the subjects, have been similarly 
avoided. 

The new edition includes a rewritten chapter on 
antepartum hemorrhage and new discussions on hypo- 
tensive drugs, pain during pregnancy, hypofibrinoge- 
nemia, and amniotic embolism. New or redrawn figures 
and other minor revisions are also noted. 


> TREATMENT IN INTERNAL MEDICINE. By Harold 
Thomas Hyman, M.D., Diplomate of the American Board of 
Internal Medicine; Consulting Physician, Monmouth Memorial 
Hospital, Long Branch, and Riverview Hospital, Red Bank, 
New Jersey. Formerly: Assistant Professor of Pharmacology, 
Columbia University; Associate Attending Physician, The 
Mount Sinai Hospital, New York; Attending Physician, The 
Montefiore Hospital, New York. With a Foreword by Walter 
C. Alvarez, M.D. Cloth. Pp. 609, with illustrations. Price 
$12.50. J. B. Lippincott Company, East Washington Square, 
Philadelphia 5, 1958. 4 5 

This fine, usable book is divided into nine sections 
covering the following general areas: infectious dis- 
eases; metabolic disturbances; neoplasms; allergies, 
collagen disorders, hypersensitivities, idiosyncrasies, 


631 


tal 
ch 
= 
h 
or 
| 
ve 
r- 
n 
n 
| 
n 
1 
j 
= 


and untoward reactions ; poisonings and environmental 
hazards; disturbances of the circulatory system; dis- 
turbances of blood and blood-forming organs; neuro- 
psychiatric disturbances ; disturbances of the endocrine 
glands ; and disturbances in specialty fields. In addition, 
there are supplements on pharmacology, therapeutics, 
and toxicology ; practical management of common pre- 
senting symptoms; and the art of prognosis. Indexing 
is comprehensive, and arrangement is such that easy 
reference is possible. 

The style of writing is direct and clear, and gives 
the kind of authoritative tone that is possible only in 
single-author works, when no compromise with com- 
mittee opinions is necessary. There may be an occa- 
sional disagreement between the practitioner and author, 
but at least it is clear-cut; there is no question about 
the author’s opinions. The forte of the book is in its 
coverage of drug therapy, though other aspects of treat- 
ment are adequately discussed as well. The amazing 
thing about the book is the immense amount of material 
compressed into a relatively small space, while an in- 
teresting and readable character is still maintained. 


>» PATHOPHYSIOLOGY IN SURGERY. By James D. 
Hardy, M.S. (Chem.), M.D., F.A.C.S., Professor and Chair- 
man, Department of Surgery, and Director of Surgical Re- 
search, University of Mississippi Medical Center; Surgeon- 
in-Chief, Hospital of the University of Mississippi; Chief 
Surgical Consultant, Jackson Veterans Hospital and Mississippi 
Tuberculosis Sanatorium. Cloth. Pp. 704, with illustrations. 
Price $19.00. The Williams & Wilkins Company, Mount Royal 
and Guilford Avenues, Baltimore 2, 1958. 


The trend toward unification of basic and clinical 
sciences is carried a step further with the publication 
of this book. Indeed, the fusion of “medical” with 
“surgical” physiology is a cardinal aim of the author, as 
an expression of a thinning line between the practice 
of the surgeon and that of the internist. To this end, 
information is included which has a direct bearing on 
patient care, since the surgeon is often in charge of pre- 
operative and postoperative care as well as performing 
the actual surgical procedure. In addition, it is felt that 
a text in physiology written more directly from a sur- 
geon’s viewpoint would allow him the kind of freedom 
of action that comes from broader knowledge; he 
would know what he could or could not attempt experi- 
mentally because he would know how the basic me- 
chanics of the body are likely to operate under various 
conditions of disease, trauma, or stress. 

Another point emphasized by the author is “the 
fundamental unity of the human organism.” He goes 
on to explain that this is achieved through three major 
coordinators: the nervous system, the circulatory sys- 
tem, and the endocrine system. All physiologic activi- 
ties are viewed as interrelated, and information is care- 
fully correlated to provide a broad base for patient 
care. 

In certain points the author deviated from what 
might be called “basic” surgical physiology in order to 
include information that would not be immediately 
practical, but would probably prepare the reader for 
advances anticipated in the near future. 

The first half of the book deals with the physiology 
of injury; body fluid physiology; surgical nutrition ; 
connective tissue, wound healing, and homotransplanta- 
tion; thermal burns; the etiology, spread, and control 
of cancer; radiation and radioactive isotopes; surgical 
enzymology ; and the biology of aging. The second half 
considers surgical diseases of various organs, including 
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their normal and pathologie physiology as well as thera- 
peutic problems. Case re cts are used liberally, as are 
diagrams and illustrations, to make the text more clear 
and to relate it closely to clinical practice. 


>» THE CLINICAL EXAMINATION OF THE NERV.- 
OUS SYSTEM. By G. H. Monrad-Krohn, M.D., F.R.C.P,, 
Professor Emeritus of Medicine (Neurology) in the University 
of Oslo. Ed. 11. Revised by the Author with the assistance of 
Sigvald Refsum, M.D., Professor of Medicine (Neurology) in 
the University of Oslo; Physician-in-chief to the Neurological 
University Clinic, Oslo. Cloth. Pp. 466, with illustrations. Price 
$9.50. Paul B. Hoeber, Medical Book Department of Harper & 
Brothers, 49 East 33rd Street, New York 16, 1958. 


Edition 11 of this popular text on neurologic ex- 
amination has been released, incorporating such changes 
as are necessary to bring it up to date. The chapter on 
“Associated or Synkinetic Movements” has been some- 
what enlarged, as have certain portions of the appen- 
dices (anatomic notes on circulation of the brain, and 
descriptions of neostigmine and tensilon tests). The 
author’s complete scheme of examination for aphasia 
and allied psychosomatic disturbances has been included 
in this edition—a scheme which is admittedly time- 
consuming, but which might be considered basic in its 
particular field. Numerous minor alterations have been 
made as well. 

The book is only a clinical text in neurologic ex- 
amination and not a treatise on nervous diseases. It is 
written “from the clinic for the clinic” and is based 
largely on personal experience. However, its wide ac- 
ceptance indicates just how valid that experience is, 
and its self-imposed limitation has become definable 
merely as fine specialization. 


> COCCIDIOIDOMYCOSIS. By Marshall J. Fiese, M.D., 
F.A.C.P., Director of Health Services, Fresno State College; 
Clinical Instructor in Medicine, Stanford University School of 
Medicine; Consultant in Internal Medicine and formerly Chief, 
Medical Service, Fresno Veterans Administration Hospital. 
Cloth. Pp. 253, with illustrations. Price $9.50. Charles C 
Thomas, Publisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1958. 


Heretofore the subject of coccidioidomycosis has 
been discussed only in scattered journal articles and ab- 
breviated chapters in books ; this book is the first com- 
plete treatment of the subject to be published separately. 
The author has collected information from all the vari- 
ous sources, added accounts of his own experiences, 
and produced a monograph as authoritative as the pres- 
ent state of knowledge would allow it to be. 

Interest in the disease is, of course, more or less 
limited by the boundaries of its endemic area; cases 
seen outside the southwestern portion of this country 
are usually a result of laboratory contamination of some 
kind, and are regarded somewhat as curiosities. How- 
ever, for physicians in the endemic areas and for those 
with a lively curiosity about mycotic infections in gen- 
eral, this book will be a great help. 

Besides the usual sections included in a monograph 
on a specific disease—history, distribution, epidemiol- 
ogy, mycology, pathology, and treatment—there is a 
bibliography of nearly a thousand references, arranged 
chronologically and indexed by author’s name, making 
possible exploration of the subject beyond the confines 
of this particular book. 
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IRON ASSIMILATION ASSURED 


Gerber’s exclusive cereal formulation includes a selected 
iron salt (iron pyrophosphate) which is easily absorbed by infants. 
And, it is absorbed as easily and to the same degree as | 
the iron found in natural sources. (A clinical study* on Gerber Cereals 
substantiates this point.) To insure the most effective 
utilization of the iron, cereal grains which provide a good source 
of naturally occurring copper are used. 


The experimentation which led to the Gerber Cereal 
formula is typical of Gerber’s continuing program to further 
the cause of better infant nutrition. 


Gerber.Baby Foods 


FREMONT, MICHIGAN 
*aA.M.A. JOURNAL OF DISEASES OF CHILDREN, 985:109-119, 19ss 
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greatly improved 


and simplified management 


of 
hypertension: 


DIURIL, WITH RESERPINE 


the first “wide-range” antihypertensive—effective in mild, moderate, and severe hypertension 


more hypertensives can be better controlled with DIUPRES alone 
than with any other agent...with greater simplicity and 
convenience, and with decreased side effects 

can be used as total therapy or primary therapy, 

adding other drugs if necessary 

in patients now treated with other drugs, can be used as 
replacement or adjunctive therapy 

should other drugs need to be added, they can be given in much 
lower than usual dosage so that their side effects 

are often strikingly reduced 

organic changes of hypertension may be arrested and reversed... 
even anginal pain may be eliminated 

patient takes one tablet rather than two... 

dosage schedule is easy to follow 


economical 


DIUPRES=500 som  DIUPRES~250 cum 


0.125 mg. reserpine. . 0.125 mg. reserpine. 
One tablet one to three times a day. 


One tablet one to four times a day. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INC., PHILADELPHIA 1, PA. 
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HELPS PREVENT 


ANEMIA 
ir leticiency anemiaininfants ccntinues 
a major health problem. Many factors 


can | =r the infant’s iron store at birth, 
is supplied in Baker’s Modified Milk 
rent development of iron defi ‘lency 


3 
anemia in later infancy. 
thas been shown that milk is an excellent ee 


vehicte for iron: 


absorption is high. 
4 
satisfactory hemoglobin responses are 


demonstrated. 
digestive disturbances are minimized. 


Baker’s Modified Miik supplies 7.5 mg. of 
iron per quart of formula at normal dilution 
~animportant factorin Optimum Nutrition? 


* providing all the dietary requirements 
pilus a reserve for stress situations. 


THE BAKER LABORATORIES, ING, 
Makers of VARAMEL-— a flexible formula 
CLEVELAND 3, Onio 
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acute 


DARVON° COMPOUND potent - safe - well tolerated 


The clinical usefulness of Darvon® (dextro propoxyphene hydrochloride, Lilly), alone and in combination, 
has been substantiated by more than 100 investigators in the treatment of over 6,300 patients in pain. 
A consolidation of these reports shows that 5,663 (89.8 percent) experienced “effective analgesia.” 

Darvon Compound combines in a single Pulvule® the analgesic action of Darvon with the antipyretic 
and anti-inflammatory benefits of A.S.A.® Compound (acetylsalicylic acid and acetophenetidin compound, 
Lilly). When inflammation is present, Darvon Compound reduces discomfort to a greater extent than 
does either analgesic given alone. 


Usual dosage: 1 or 2 Pulvules three or four times daily. 
Also available: Darvon, in 32 and 65-mg. Pulvules. 
Usual dosage: 32 mg. (approximately 1/2 grain) every four hours or 65 mg. (1 grain) every six hours. 


Darvon® Compound (dextro propoxyphene and acetylsalicylic acid compound, Lilly) 


LIitlLY COMPANY INDIANAPOLIS 6, INDIANA, U.S.A. 
920249 


| Conventions and 
meetings 


Announcements 


American Osteopathic Associa- 
tion, Sixty-Third Annual Conven- 
tion, Palmer House, Chicago, July 
13-17. Program Chairman, William 
Baldwin, Jr., West Side Osteo- 
pathic Hospital, 1253 W. Market 
St., York, Pa. 


Academy of Applied Osteopathy, annual 
meeting, Chicago, July 17. Program 
Chairman, Howard E. Gross, 1102 E. 
Normal Ave., Kirksville, Mo. Secre- 
tary, Margaret W. Barnes, P.O. Bin 
1050, Carmel, Calif. 


American College of General Practition- 
ers in Osteopathic Medicine and Sur- 
gery, midyear clinical conference, Ho- 
tel Fort Des Moines, Des Moines, 
Iowa, November 8-10. Program Chair- 
man, Jean F. LeRoque, 3305 S. W. 
Ninth St., Des Moines 15. Secretary, 
A. J. Schramm, 5880 San _ Vicente 
Blvd., Los Angeles 19. 


American College of Neuropsychiatrists, 
annual meeting, Palmer House, Chica- 
go, July 10-12. Secretary, Don C. Lit- 
tlefield, 4320 Atlantic Ave., Long 
Beach 7, Calif. 


American College of Osteopathic Intern- 
ists, annual meeting, Hotel Statler, 
Dallas, Texas, September 24-26. Pro- 
gram Chairmen, J. F. DePetris, 5101 
Ross Ave., Dallas 6, and Joseph T. 
Rogers, 1459 Fort St., Wyandotte, 
Mich. Secretary, Glennard E. Lahrson, 
460 Staten Ave., Oakland 10, Calif. 


American College of Osteopathic Sur- 
geons, annual clinical assembly, Hotel 
Statler, Los Angeles, October 25-29. 
Program Chairman, Don E. Ranney, 
793 N. Renaud, Grosse Pointe Woods 
36, Mich. Executive Secretary, Mrs. 
E. F. Martin, Box 488, Coral Gables 
34, Fla. 


American Osteopathic Academy of Or- 
thopedics, annual clinical assembly, Ho- 
tel Statler, Los Angeles, October 25-29. 
Secretary, J. Paul Leonard, 2673 W. 
Grand Blvd., Detroit 8. 


American Osteopathic College of Anes- 
thesiologists, annual clinical assembly, 
Hotel Statler, Los Angeles, October 25- 
29. Program Chairmen, Glenn F. Gor- 
don, 209 Security Bldg., Glendale 3, 
Calif., and John C. Bell, 2434 Glen- 
dower Ave., Los Angeles 27. Secre- 
tary, Crawford M. Esterline, Box 155, 
Kirksville, Mo. 
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ris-Back Blades 
are now available... 
in the Puncture Proof 


Sterile Blade package that 
can be autoclaved. 


in the RACK-PACK package— 
blades pre-racked ready for 
sterilization. 


in the CONVENTIONAL pack- 
att of one size in harp 


Ask your dealer 


< )) BARD-PARKER COMPANY, INC. 
BP DANBURY. CONNECTICUT 
A DIVISION OF BECTON. DICKINSON AND COMPANY 


B-P + RIB-BACK + IT’S SHARP + RACK-PACK are trademarks of BARD-PARKER 


American Osteopathic College of Derma- 1225 N. Mission Rd., Los Angeles 33. 
tology, annual meeting, Palmer House, 
Chicago, July 13-14. Secretary, Sidney 
D. Rothman, 8006 Sunset Blvd., Los 


Angeles 46. 


American Osteopathic College of Path- 
ologists, annual meeting, Palmer House, 
Chicago, July 12-15. Secretary, Arthur 
L. Wickens, Mt. Clemens General Hos- 
pital, 1000 Harrington Blvd., Mt. Clem- 
ens, Mich. 


American Osteopathic College of Radi- 
ology, annual clinical assembly, Hotel 
Statler, Los Angeles, October 25-29. 
Secretary, F. A. Turfler, Jr., South 
Bend Osteopathic Hospital, 2515 E. 
Jefferson Blvd., South Bend 15, Ind. 


American Osteopathic Hospital Associa- 
tion, annual clinical assembly, Hotel 
Statler, Los Angeles, October 25-29. 
Executive Secretary, Mr. Emil Her- 
bert, 4000 Brady St., Davenport, Iowa. 


American Osteopathic College of Physi- 
cal Medicine and Rehabilitation, an- 
nual meeting, Palmer House, Chicago, 
July 14. Secretary, John A. Schuck, 

Angeles 


Canada, annual meeting, Alpine Inn, St. 
Marguerite Station, Quebec, October 


8-10. Program Chairman, E. S. Det- 


Los Rehabilitation Center, 
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This ie Fish Creek 


Few places in the world can match it for sheer, 
unspoiled beauty... 

But whether it be Fish Creek or Duluth... Tahiti 
or New York... the problem skin that has become 
clear, supple and radiantly tawny with a fresh, 
healthful bloom ... is a therapeutic delight, we feel 
most physicians will agree. 

Simple skin lesions, which heretofore have been 
refractory to the best of simple ointments to date... 
now often respond quickly to EUFADERM CREME.t 

EUFADERM CREME is a new concept ina 
soothing, emolient dermatologic. It has unusually 
effective anti-pruritic, healing and regranulating 
properties . .. probably achieved through its unique 
endodermal nutritive action...This now appears 
possible because of the effective penetration of the 
horny layer by the al- 
lantoin ingredient. 

For a gratifying clinical 
experience, try it in any 
of a broad list of minor 
skin disorders character- 
ized by itching, dryness, fissuring and superficial 
ulceration, delayed cicatrization and local irrita- 
tion. It is also an exceptionally acceptable and 
compatible vehicle for corticoid, anesthetic, anti- 


SPECIEY 


microbial, antimycotic, protozoacidal and other 
specific medicaments. 

Available on your prescription in 1 ounce tubes, 
and 4 and 16 ounce hospital units. All professional 
pharmacies. Write for a complimentary tube. You'll 
see why—''no over-the-counter promotion” ! 
References: 


1. Flesch, Peter, M.D., Ph.D., University of Pennsylvania, School of 
Medicine, -T. Gds. Assn., No. 29, June ‘58, ‘‘New Approaches to 
the Study of Human Horny Layers’’. 

2. Gould, Bernard S., Division of Biochemistry, Dept. of Biology, 
Massachusetts Institute of Technology, ‘‘Biosynthesis of Collagen’’, 
The Journal of Biological Chemistry, 232:2, page 637, June, 1958. 

3. Schreiner, A. W., Slinger, W., Hawkins, V. R. and Vilter, R. W.; 
J. Lab. & Clin. Med. 40:121-130, July, 1952. 

4. Combes, F. C., ond Zuckerman, R.; J. Invest. Dermatology 16:379 
April, 1958. 

tEUFADERM CREME is composed of essential unsaturated fatty 

acids, unsaturated fatty alcohols and allantoin with Vitamins 

A. B-6 C, D, E and Panthenol, in a special non-sensitizing base. 


CREME 
DARTELL Laboratories 


Los Angeles 15, California 


MANUFACTURING BIOCHEMISTS 
FOR OVER A QUARTER OF A CENTURY 
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wiler, 444 Waterloo St., London, Ont. 
Secretary, Miss Joyce S. Currie, 609 
Medical Arts Bldg., Montreal 25. 


Florida, annual meeting, Diplomat Hotel, 
Hollywood Beach, September 28-30. 
Program Chairman, A. H. Westwood, 
12 N.E. 12th Ave. Ft. Lauderdale. 
Executive Secretary, Mr. Barton K. 
Johns, 5009 Central Ave., Tampa 3. 


Kansas, annual meeting, Baker Hotel, 
Hutchison, October 3-7. Program 
Chairman, Everett W. Pettit, 319 W. 
Commercial St., Lyons. Executive Sec- 


OTOBIONE provides the 


ta clinically proved* formula of White’s 
Louisiana, annual meeting, New Orleans, OTOBIOTIC, fortified with prednisolone. 

October 22-24. Program Chairman, W. : i 

Luther Stewart, 525 Johnston St., Each cc. of this new formula contains: 


Alexandria 3. Secretary, V. L. Whar- 


ton, 406-07 Weber Bldg., Lake Charles. 
ANTI-INFLAMMATORY | Prednisolone acetate... 5 mg. 
Maine, annual meeting, Samoset Hotel, ANTI-BACTERIAL Neomycin (from sulfate)... 3.5 mg. 
Rockland, June 25-27. Program Chair- ANTI-FUNGAL 50 mg. 
man, Edward P. Crowell, 28 Common 
St., Waterville. Midyear meeting, Wa- 
terville, December 3-5. Executive Sec- ; 
Physiologic pH! Will not obscure anatomic 
landmarks during otoscopy! 
Michigan, annual meeting, Civic Audi- ee 
torium, Grand Rapids, October 5-7. The normalizing effect of 
Program Chairman, Neil R. Kitchen, ; 
18820 Woodward Ave., Detroit 3. Ex- OTOBIONE reduces tissue 1n- 
ecutive Secretary, Mr. Floyde E. 
Brooker, 81 Glendale, Highland Park 3. jury, and quickly provides 
Missouri, annual meeting, Sheraton-Jef- optimal patient comfort... 
ferson Hotel, St. Louis, October 14-16. 
Program Chairman, G. H. Kroeger, Preliminary studies with 
Reid Hospital and Clinic, 17th and ; : 
Central Aves., Bethany. Executive Sec- OTOBIONE by several investigatorst show 
retary, Mr. Paul D. Adams, 325 E. 
McCarty St., Jefferson City. effective relief in 87% of cases of external 
New York, annual meeting, Park Shera- ; 
16-17. Program Chairman, Leonard V. *Lawson, G. W.: Diffuse Otitis Ex- 
Strong, Jr, 133 E. 58th St, New York mastoiditis with otorrhea. Spe ine Eitective Treatment 
22. Secretary, C. Fred Peckham, 38 E. : iDaly, J. F.: Personal Communi- 
Bridge St., Oswego. White Laboratories, Inc. cation, Yeaner, 
North Carolina, annual meeting, Battery | | Kenilworth, New Jersey 32a) Crmmunication. Rigual, R.: 


Park Hotel, Asheville, October 22-24. 
Program Chairman, S. Dales Foster, 
710 Public Service Bldg., Asheville. 
Secretary, Walter C, Eldrett, 310 Main 
St., Hendersonville. 


Northwest Osteopathic Convention, Eu- 


gene Hotel, Eugene, Ore., June 15-17. : 
Program Chairman, Richard E. Reilly, Pennsylvania, annual meeting, Bellevue State and 
Stratford Hotel, Philadelphia, Novem- 
4848 N. E. 102nd Ave., Portland 20, ber 19-21. P Chai er ‘ 
Ore er 19-21. Program Chairman, Charles national boards 
: Lichtenwalner, Jr., 379 Chestnut St., 
Ohio, refresher course, Dayton-Biltmore Pottstown. Executive Secretary, Mr. 
Hotel, Dayton, October 24-25. Execu- Thomas M. Fogarty, 1941 Market St., 
tive Secretary, Mr. William S. Konold, Harrisburg. pomearrery 
53 W. Third Ave., Columbus 1. E : 
Washington: See Northwest Osteopathic Examinations June 23-25. Address D. G. 
Oklahoma, annual meeting, Hotel Tulsa, Convention. Gill, M.D., secretary, Board of Medical 
Tulsa, November 4-6. Program Chair- Examiners, State Office Bldg., Montgom- 


man, John W. Morrow, 1222 W. Main Western States Osteopathic Society of ery 4, 


St., Woodward. Executive Secretary, Proctology, annual meeting, Riviera 
Mr. Walter L. Gray, 210-12 Braniff Hotel, Las Vegas, Nev., October 5-7. 


Bldg., Oklahoma City. Program Chairman, John R. Shafer, ARIZONA 
2433 W. 44th Ave., Denver 11. Secre- Those interested in professional ex- 
Oregon: See Northwest Osteopathic Con- tary, Earle F. Waters, 925 E. South aminations should contact Russell Peter- 
vention. Temple St., Salt Lake City 2, Utah. son, D.O., secretary, Osteopathic Board 
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Record of patient with congestive failure, treated at a leading 
Philadelphia hospital. Photos used with permission of the patient. 


marked pitting edema 
with 


Highest fluid yields, lowest blood-pressure levels yet 
achieved with oral diuretic-antihypertensive therapy. 


Indicated in: DOSAGE: Esidrix is administered orally in 
. 2 an average dose of 75 to 100 mg. daily, 
congestive heart failure edema of pregnancy with a range of 25 to 200 mg. A single 
ension - 12 dema dose may be given in the morning or 
hypert : tablets may be administered 2 ur 3 times 
hypertensive vascular disease nephrosis a day, 
premenstrual edema nephritis SUPPLIED: Tablets, 25 mg. (pink, scored); 
‘ bottles of 100 and 1000. Tablets, 50 mg. 
toxemia of pregnancy C 1BA summin.s. (yellow, scored); bottles of 100 and 1000. 


2/2695mxK 


e for the anxious hypertensive 
Serpasil 


with or without tachycardia ‘ 


(reserpine Sil 
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L.S., 81-year-old patient with complaint 
of painless hematuria admitted to hos- 
pital on 3/3/59. Past history included 
congestive heart failure of 15 years’ du- 
ration. Clinically significant symptoms: 
expiratory wheezes over entire chest; 
bilateral coarse rales of both bases; 
slight abdominal distention (without evi- 
dence of ascites); palpable liver 2-3 
fingerbreadths below rib cage; bilat- 
eral pitting edema (4++) of pretibial 
and ankle areas. Admission diagnosis: 
hematuria of unknown origin; arterio- 
sclerotic cardiovascular disease; poorly 
compensated heart failure; and chronic 
pulmonary fibrosis with pulmonary 
insufficiency. 


Patient was put on regimen of bed rest, 
moderate salt restriction, digitalis and 
pulmonary decongestants. When ankle 
edema, hepatic congestion and rales 
failed to clear by 3/6, Esidrix 50 mg. 
b.i.d. was ordered. By 3/8 L.S. had 
lost 3 pounds. Rales decreased; there 
was 1+ pitting edema of ankle area 
only. He felt more comfortable, was 
able to enjoy reading newspapers and 
magazines in bed. 


Ambulatory on the 4th day of Esidrix 
therapy, L.S. visited his neighbors 
down the hall, played\ checkers with 
another patient. There was no evidence 
of ankle edema. By 3/11, patient's 
weight had dropped 2 more pounds 
and rales were gone. Patient tolerated 
cystoscopy and fulguration of a small 
bleeding polyp in his bladder on 3/12 
very well. On 3/14 he was discharged. 


840 690 2140 1230 660 1220 (1350 
‘Weight {Ibs.) 139 -- -- 136 -- -- 134 -- -- 
0 100 100 100100 100 


TM. 


(hydrochlorothiazide CIBA) 


= relieves edema in many patients refractory to other diuretics’ 


# often produces greater weight loss than parenteral mercurials 


or chlorothiazide’ 


= provides a greater average reduction in blood pressure than chlorothiazide® 
= is exceptionally safe. ..reduces the likelihood of electrolyte imbalance 


1. Brest, A. N., and Likoff, W.: Am. | aaa 3:144 (Feb.) 1959. 2. Clark, G. M.: Clinical report to CIBA. 


3. Dennis, E. W.: Clinical report to 
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IS THIS YOUR PATIENT? 


EARLY POSTMENOPAUSE 
Complains of low back pain, vague 
aches and fatigue 

Posture is poor 

No x-ray evidence of bone lesions 


These three patients have osteoporosis. Early diagnosis 
and treatment with “Formatrix” is important because 
osteoporosis is probably the only age change that can be 
averted. With “Formatrix” therapy, relief from the symp- 
toms of low back pain, vague aches and fatigue may be 
obtained in as little as a few weeks. ““Formatrix” supplies 
the essential materials to stimulate increased bone forma- 
tion and prevent further loss of bone substance that leads 
eventually to loss of height, stooped posture, and dis- 
abling fractures. 


The highest incidence of osteoporosis may be found 
among the 14,000,000 women in the U.S.A. who are 
55 years of age and over. Some investigators claim that 
almost all women past the menopause will show some 
degree of osteoporosis; furthermore, if all these women 
were examined carefully, 50 per cent would show x-ray 
evidence of decreased bone mass. 


3 AYERST LABORATORIES 
New York 16, N. Y. * Montreal, Canada 


LATER POSTMENOPAUSE 
Back pain is severe, spreading to 
hips (“girdle pain”) 
Patient is round shouldered, 
walks with a stoop 


X-ray reveals compression fractures 
of lower vertebrae 


70 AND OVER 


Fracture of hip after a minor fall 
X-ray reveals fracture of neck of femur 


X-ray reveals compression fractures 
of lower lumbar vertebrae 


Suspicion may be the handiest diagnostic tool since pre- 
senting symptoms vary from mild to severe and in- 
capacitating pain, and no x-ray evidence of spinal degen- 
eration is available until about 30 per cent of the bone 
matrix is lost. Between these two extremes there are 
other signs of estrogen deficiency such as wrinkled and 
thinning skin, a tendency to appear older than stated 
years; there may also be hypercalciuria when postmeno- 
pausal osteoporosis is complicated by acute osteoporosis 
of disuse. 


Osteoporosis is primarily an atrophic condition of bone 
matrix formation and any factor that depresses osteo- 
blastic activity or retards the formation of protein and 
connective tissue such as prolonged immobilization, cor- 
tisone therapy, or malnutrition will favor development 
of osteoporosis in both male and female. 


Journat A.O.A. 
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“FORMATRIX” contains three most essential bone 
building materials necessary for matrix formation, estro- 


nitrogen balance. Together, these hormones have a 
greater effect on bone and protein metabolism than either 


alone, and side effects are minimized because of the 
opposing action of the two steroids on sex-linked tissues. 
Vitamin C plays an important role in formation of inter- 
cellular cement substance and amino acid synthesis. 
“Formatrix” has a large amount of vitamin C to aid in 
new bone matrix formation and to further help in the 


gen, androgen and vitamin C. 


The estrogen component of “Formatrix” stimulates 
osteoblastic activity, thus aiding calcium and phos- 
phorus deposition; it also imparts a feeling of “well- 
being.” The anabolic action of methyltestosterone pro- 


motes the synthesis of protein and restores a positive healing of fractures. 
“FORMATRIX” — each tablet contains: 
Conjugated estrogens equine 1.25 mg, 


Dosage: 1 tablet a day — In the female, three weeks of treatment with a rest period of one week between 
courses is recommended. 


Supplied: Tablets, bottles of 60 and 500. LITERATURE AVAILABLE ON REQUEST 


LATER POSTMENOPAUSE 


X-ray reveals compression fracture 
of lower vertebrae 


70 AND OVER 
X-ray reveals fracture of neck of femur 


EARLY POSTMENOPAUSE 
No x-ray evidence of bone lesion 


TO RELIEVE LOW BACK PAIN—TO PROMOTE HEALING OF FRACTURES 


in osteoporosis 


(Brand of Steroid — Vitamin Combination) 


for matrix formation 
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Increased Hemoglobin 


with 
Roncovite-MF 
(gm./100 cc.) 


LEGEND: 


(A) Patients receiving ferrous sulfate 
200 mg. q.i.d. showed average 
increase in hemoglobin of 1.5 gm. 


(8) Patients r iving R ite-MF 

(15 mg. cobalt chloride and 100 mg. 
ferrous sulfate) showed average 
increase in hemoglobin of 2.7 gm. 


improved 

iron 
utilization 
in anemia 


Each tablet contains: Cobalt chloride (Cobalt as Co....3.7 mg.)...15 mg. Ferrous sulfate, exsiccated...100 mg. 


Improves iron utilization by enhancing the formation 
of erythropoietin, the erythropoietic hormone 


Recent research"? again emphasizes the role of cobalt as the 
only clinically proved agent which enhances erythropoietin formation. 

The acceleration of erythropoiesis with Roncovite therapy pro- 
vides optimal utilization of iron. 

Acting through this physiologic mechanism, Roncovite (cobalt- ; 
iron) therapy results in an increased production of red cells and hemo- 
globin—a better blood picture—a faster, more complete response than 
iron alone inthe common hypochromic anemias— menstrual anemia 
—anemia of pregnancy— nutritional anemia of infancy—and in anemia 
due to chronic intection or inflammation. *:+:5:°:7:2 


(1) Goldwasser, E.; Jacobson, L. O.; Fried, W., and Pizak, L. F.: Blood 13:55 (Jan.) 1958. (2) Gurney, C. W.; 
Jacobson, L. O., and Goldwasser, E.: Ann. Int. Med. 49:363 (Aug.) 1958. (3) Korst, D. R.; Bishop, R. C., and 
Bethell, F. H.: JU. Lab. & Clin. Med. 52:364 (Sept.) 1958. (4) Ausman, D. C.: Journal-Lancet 76:290 (Oct.) 
1956. (5) Holly, R. G.: Obst. & Gynec. 9:299 (Mar.) 1957. (6) Holly, R. G.: Clin. Obst. & Gynec. 1:15 (Mar.) 1958. 
(7) Diamond, E. F.; Gonzales, F., and Pisani, A.: Illinois M. J. 113:154 (April) 1958. (8) Hill, J. M.; La Jous, J., 
and Sebastian, F. J.: Texas J. Med. 51:686 (Oct.) 1955. ; 


LLOYD BROTHERS, INC.j e CINCINNATI 3, OHIO 
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because it is: 


e bactericidal —not merely bacteriostatic ® does not encourage the’ development of 


° rapid-acting resistant organisms in clinical usage 


° effective against a wide range of organisms, « “most likely to succeed” —in saving time, 

including many strains resistant fo other cutting the cost of iliness, reducing com- 
tibiotics 

plications and bringing @beut a successful 


e well tolerated in specified dosage therapeutic result 


because it is: clinically provell 


in over 1000 cases by 111 investigators, reported in 42 published papers 


POST-SURGICAL INFECTION 


KANTREX Clinical Report No. 799 
RAPID RESPONSE TO KANTREX __ typical 


dramatic 
= response 


(even after other 


operation antibiotics failed) 
WBC x 1000 |7.4 20.3 9.7 10.0 93 
Culture aerogenes Negative 4 
— 


E. D., a 73-year-old male, underwent a suprapubic cystotomy and fulguration of 
papillary carcinoma of the bladder. His temperature began rising on the 10th 
postoperative day; subsequently urine and blood cultures yielded A. aerogenes. 
After penicillin, tetracycline and chloramphenicol failed to alter the course 
of the infection, KANTREX brought about a dramatically rapid improvement. 


— Rutenburg, A. M., et al.: Annals N.Y. Acad. Sci. 76:348, 1958. 


-Kantrex is a first choice antib1o or use 
| __ Infections due to staph and gram negatives... _ 
KANTO OX Sensitivity Discs ond comprehensive literature available on request (Bristol) stol 
BRISTOL LABORATORIES INC., Syracuse, New York 


To the relief of musculoskeletal pain, 
MEDAPRIN’ 


adds restoration of function 


Analgesics offer temporary relief of musculo- 
skeletal pain, but they merely mask pain rather 
than getting at its cause. New Medaprin, in 
addition to bringing about prompt subjective 
improvement, promotes the restoration of normal 
function by suppressing the inflammation that 
causes the pain. 


Medaprin, Upjohn’s new analgesic-steroid com- 
bination, contains aspirin plus Medrol,** the 
corticosteroid with the best therapeutic ratio in 
the steroid field.t Instead of suffering recurrent 
discomfort because of the “wearing off” of 
analgesics, the patient on Medaprin experiences 
a smooth, extended relief and more normal 
mobility. 


Indications: Medaprin is indicated in mild-to- 
moderate rheumatic and musculoskeletal condi- 


tions, including rheumatoid arthritis, deltoid 
bursitis, low back pain, neuralgia, synovitis, 
fibromyositis, osteoarthritis, low back sprain, 
traumatic wrist, sciatica, and “tennis elbow.” 
Dosage: The recommended dosage is 1 tablet 
q.i.d. The usual cautions and contraindications 
of corticotherapy should be observed. 
Supplied: In bottles of 100 and 500. 
Formula: Each Medaprin tablet contains 
e 300 mg. acetylsalicylic acid, for prompt 
relief of pain 
e 1 mg. Medrol, to suppress the causative 
inflammation 
@ 200 mg. calcium carbonate, as buffer 


TRADEMARK TRADEMARK, REG. U.S. PAT. OFF.— METHYLPREONISOLONE, UPJOHN 


tratio OF DESIRED EFFECTS TO UNDESIRED EFFECTS | U i I 


The Upjohn Company, Kalamazoo, Michigan 
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EXCHANGE DEPARTMENT 


when every 
complaint 

reacts on 
stomach 


TO HELP HER G.!. TRACT=AND HER=REGAIN THEIR COMPOSURE 


[ ® 
BUTI R E antispasmodic-sedative 


“quiets down” the queasy, spastic colon—through the gentle 
sedation of BUTISOL Sodium® butabarbital sodium 15 mg. 
and the relaxing action of natural extract of belladonna 15 
mg. The central and peripheral effects of BUTIBEL are of 
approximately equal duration—no overlapping sedation or in- 


adequate spasmolysis, 


BUTIBEL TABLETS: ELIXIR: PRESTABS® BUTIBEL R-A 


‘MeNEII 


McNEIL LABORATORIES, INC, 
PHILADELPHIA 32, PA. 


(Repeat Action Tablets) 


of Registration and Examination in Med- 
icine and Surgery, 2747 E. McDowell 
Rd., Phoenix 22. 


Basic science examinations September 
15 at the University of Arizona, Tucson. 
Applications must be filed 2 weeks prior 
to examinations. Address Mr. Herman E. 
Bateman, secretary, Basic Science Board, 
University of Arizona, Tucson. 


COLORADO 
Basic science examinations in Septem- 
ber at second floor lecture room, 
Y.M.C.A. Building, E. 16th Ave. and 
Lincoln St., Denver. Address Esther B. 
Starks, D.O., secretary, Basic Science 
Board, 1459 Ogden St., Denver 18. 
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DELAWARE 
Examinations July 14-16. Address Jo- 
seph S. McDaniel, M.D., secretary, Board 
of Medical Examiners, Professional 
Bldg., Dover. 


GEORGIA 
Examinations July 7. Address Mr. C. L. 
Clifton, joint secretary, Examining 
Boards, State Capitol, Atlanta. 


HAWAII 
Examination dates by Territorial Law 
are usually the first Wednesday, Thurs- 
day, and Friday of January, April, July, 
and October. One of these dates is set 
for examination after approval of the 


candidate’s application by the Board. Ad- 
dress Frank O. Gladding, D.O., secretary, 
Board of Osteopathic Examiners, 504 
Kauikeolani Bldg., Honolulu 13. 


ILLINOIS 
Examinations in June at Chicago. Ad- 
dress Mr. Frederic B. Selcke, Superin- 
tendent of Registration, Department of 
Registration and Education, State House, 
Springfield. 


IOWA 
Basic science examinations July 14 at 
the Capitol Building, Des Moines. Ad- 
dress Elmer W. Hertel, Ph.D., secretary, 
Board of Basic Science Examiners, 
Wartburg College, Waverly. 


KANSAS 

Professional examinations in June. Ad- 
dress Francis J. Nash, M.D., secretary, 
Board of Healing Arts, New Brother- 
hood Bldg., Kansas City. 

Basic science examinations in June. 
Address Dr. L. C. Heckert, secretary, 
Board of Basic Science Examiners, Pitts- 
burg State Teachers College, Pittsburg. 


MARYLAND 
Examinations in June at Baltimore. 
Address Christopher L. Ginn, D.O., sec- 
retary, Board of Osteopathic Examiners, 
19 W. Mulberry St., Baltimore 1. 


MASSACHUSETTS 
Examinations July 14. Address David 
W. Wallwork, M.D., secretary, Board of 
Registration in Medicine, Room 37, State 
House, Boston 33. 


MISSISSIPPI 
Examinations June 22 at Robert E. Lee 
Hotel, Jackson. Applications must he 
filed prior to June 22. Address A. L. 
Gray, M.D., secretary, Board of Health, 
Jackson. 


MONTANA 
Examinations in September. Address 
Asa Willard, D.O., secretary, Board of 
Osteopathic Examiners, Wilma Bldg., 
Missoula. 


NEVADA 

Professional examinations in July. Ad- 
dress John H. Pasek, D.O., secretary, 
Board of Osteopathic Examiners, 205-10 
First National Bank Bldg., Minden. 

Basic science examinations July 7. Ad- 
dress Donald G.. Cooney, Ph.D., secre- 
tary, Board of Examiners in the Basic 
Sciences, Box 9005, University Station, 
Reno. 


NEW HAMPSHIRE 


Examinations September 9-12 at Con- 
cord. Address Edward W. Colby, M.D., 
secretary, Board of Registration in Medi- 
cine, State House, Concord. 


NEW JERSEY 
Examinations June 16-19. Address 
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THERAPY 


Full doses of iodide medication‘ean continued a year and longer with 
no apparent danger of iodism, provided you prescribe IODO-NIACIN. 
In a series of 59 cases of arteriosclerosis so treated, there was not a 


single case of iodism. 


Iodo-Niacin Tablets contain niacinamide hydroiodide 25 mg. with potas- 
sium iodide 135 mg. 


The indications for Iodo-Niacin are the same as for potas- 
sium iodide; namely, arteriosclerosis, coronary sclerosis, 
angina pectoris, chronic bronchitis, bronchial asthma, 
sinusitis, simple colloid goiter, cretinism, hyperthyroidism, 


thyroid crisis, and preparation for thyroidectomy. : 


In ophthalmology”, Iodo-Niacin has given good results in 
treatment of retinal and vitreous hemorrhages and vitre- 


ous floaters. 


The average adult dosage is 2 
tablets t.i.d. after meals, with 
half a glass of water. For chil- 
dren over six, 1 tablet. Supplied 
in bottles of 100 tablets, slosol- 
coated, pink, Also available in 
ampules. 


1 Am, J. Digest. Dis. 22:5, 1955. 
2 Am. J. Ophth. 42:771, 1956. 


*U.S. Patent Pending 


3721-27 Laclede Ave., St. Louis 8, Mo. 


Gentlemen: Please send me professional literature 
and samples of IODO-NIACIN. 
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HIGHLIGHTS FROM THE A.M.A. GOUNCIL ON DRUGS 
REPORT ON TRIAMCINOLONE 


J.A.M.A. 169:257 (January 17) 1959. 


“Tt [triamcinolone] has an anti-inflammatory potency greater than an equal amount 
of prednisolone; i.e., comparable suppressive effects may usually be achieved with 


lower doses of triamcinolone than with prednisolone.” 


“Triamcinolone lacks the sodium-retaining and edema-producing effects of most 
other glucocorticoids. During the first several days of administration, it may cause 
aloss of sodium from the body; an initial mild diuretic action is frequently observed, 
whether the patient is frankly edematous or not. This is in contrast to the definite 
sodium-retaining and fluid-retaining properties of cortisone and hydrocortisone 


and to a much lesser extent with prednisone and prednisolone.” 


“Except in exceedingly large doses, triamcinolone apparently has no consistent 
effect on potassium excretion. Hence, neither sodium restriction nor potassium 


supplementation is ordinarily required during therapy with this agent.” 


“As with other glucocorticoids, the long-term administration of triamcinolone 
results in definite catabolic effects, as indicated by impairment of carbohydrate 
utilization and negative protein and calcium balance. This catabolic effect, coupled 
with a lack of appetite stimulation which is apparently peculiar to triamcinolone, 
may produce weight loss that might be undesirable in some patients treated for 


long periods of time.” 


“ ..the voracious appetite, with weight gain and euphoria, characteristic of other 


steroids, is not seen with administration of triamcinolone.” 


“Triamcinolone has been used for the management of a wide variety of clinical 
conditions usually considered amenable to systemic steroid therapy. These have 
included rheumatoid arthritis and other collagen diseases, allergic and dermato- 
logical disorders, certain leukemias and malignant lymphomas, the nephrotic 
syndrome, pulmonary emphysema and fibrosis, acute bursitis, rheumatic fever, 
and certain blood dyscrasias. Although clinical experience with the drug in some 
of the foregoing conditions is not extensive, the many similarities in action between 
triamcinolone and other potent glucocorticoids would indicate a usefulness for 


triamcinolone akin to that of other agents of this class.” 


JournaL A.O.A. 
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“There is some evidence that triamcinolone is more effective at a smaller dosage 
than are other steroids in controlling both the skin and joint Jesions in psoriasis, 


whether or not complicated by arthropathy.” 


“Triamcinolone appears to compare favorably with other steroids for use in those 


situations in which edema and sodium retention have been complicating problems.” 


“It [triamcinolone] may also be the steroid of choice for patients in whom psychic 


stimulation, euphoria, voracious appetite, and weight gain should be avoided.” 


. the drug {triamcinolone} does produce the other side effects and untoward 
reactions common to the glucocorticoids. At therapeutically equivalent doses, the 
frequency and severity of clinical manifestations of hyperadrenalism — rounding 
of the face, fat deposition, and hirsutism — are essentially the same. Likewise, 
there is little indication that the relative incidence of osteoporosis is materially 


decreased after the long-term use of the drug.” 


“Triamcinolone apparently does not cause the euphoria sometimes seen with 


other steroids, and the occurrence of mental depressions is uncommon.” 


“Current evidence suggests that the drug [triamcinolone| may not produce as 


high an incidence of peptic ulcer as do other steroids.” 

“Cutaneous erythema seems to be a side effect peculiar to triamcinolone.” 

“The usual contraindications and precautions of glucocorticoid therapy should be 
followed in the use of triamcinolone, keeping in mind that prolonged therapy 


with this drug will suppress the function of the patient’s own adrenals by inter- 


fering with the pituitary-adrenal axis.” 


Triamcinolone LEDERLE DERLE 


Supplied: 1 mg. scored tablets (yellow) 
2 mg. scored tablets (pink) 
4 mg. scored tablets (white) 


(Geers) .EDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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In 259 cases of skin and soft tissue infections treated with triacetyl- 
oleandomycin, investigators!-* report good or excellent results in 95.6 per 
cent. Infections included abscesses, furuncles, carbuncles, cellulitis, 
infected burns, pustular acne, pyodermas, and wound infections. 


Other studies, as well as wide usage, have shown that CYCLAMYCIN is 
also prompt and reliable therapy for respiratory and urinary tract infec- 
tions due to gram-positive pathogens. CYCLAMYCIN has often proved 
effective against staphylococci resistant to other antibiotics. 


Available in both capsule and flavored liquid form, CYCLAMYCIN is 
convenient to administer, readily accepted by patients of all ages. 


a most effective antibiotic for 


_ skin and 
tissue 
infections 


A “workhorse mycin” for common infections . 


TRIACETYLOLEANDOMYCIN, WYETH 


[Bee] 


Philadel phia 1, Pa 


SUPPLIED: Capsules, 125 mg. and 250 mg., vials of 36. Oral suspension, 125 mg. per 5-cc. teaspoonful, bottles 
of 2 fl. oz. 

References: 1. Wennersten, J.R.: Antibiotic Med. 5:527 (Aug.) 1958. 2. Shubin, H., et al.: Antibiotics Annual 
1957-1958, Medical Encyclopedia, Inc., pp. 679-684. 3. Olansky, S., and McCormick, G.E., Jr.: Antibiotics 
Annual 1958-1959, Medical Encyclopedia, Inc., pp. 265-267. 4. Isenberg, H., and Karelitz, S.: Ibid., pp. 284- 
286. 5. Mellman, W.J., et al.: Ibid., pp. 319-326. 6. Leming, B.H., Jr., et al.: Ibid., pp. 418-424. 7. Hall, 
W.H., and Albright, J.: In Press, Antibiot. Med. & Clin. Therap. 8. McCrumb, F.R., Jr., and Snyder, M.J.: 
Personal Communication. 
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Royal A. Schaaf, M.D., secretary, Board 
of Medical Examiners, Room 1407, 28 
W. State St., Trenton 8. 


NEW MEXICO 
Basic science examinations July 19. 
Address Mrs. Marguerite Cantrell, sec- 
retary, Board of Examiners in the Basic 
Sciences, Box 1522, Santa Fe. 


NORTH CAROLINA 
Examinations July 3-5 at Raleigh. Ad- 
dress Joseph H. Huff, D.O., secretary, 
Board of Osteopathic Examination and 
Registration, 614 Fountain Pl., Box 1177, 
Burlington. 


NORTH DAKOTA 
Examinations July 11. Address J. O. 
Thoreson, D.O., secretary, Board of Os- 
teopathic Examiners, New Provident Life 
Bldg., Bismarck. 


OREGON 
Examinations in July at Portland. Ad- 
dress Mr. Howard I. Bobbitt, executive 
secretary, Board of Medical Examiners, 
609 Failing Bldg., Portland. 


PENNSYLVANIA 
Examinations July 1-2 at the Philadel- 
phia College of Osteopathy. Applications 
must be filed 15 days prior to examina- 
tions, together with intern training cer- 
tificate. Address Mrs. Katherine M. 
Wollet, secretary, Board of Osteopathic 
Examiners, Bureau of Professional Li- 

censing, Box 911, Harrisburg. 


RHODE ISLAND 

Professional examinations July 2-3 at 
Providence. Address Mr. Thomas B. 
Casey, Administrator of Professional 
Regulation, 366 State Office Bldg., Prov- 
idence. 

Basic science examinations August 12 
at Room 366, State Office Bldg., Prov- 
idence. Applications must be filed 2 weeks 
prior to examinations. Address Mr. 
Casey. 


SOUTH CAROLINA 
Examinations June 16 at Columbia. 
Address Ernest A. Johnson, D.O., secre- 
tary, Board of Osteopathic Examiners, 
Box 525, Summerville. 


SOUTH DAKOTA 
Examinations July 21-22. Address Mr. 
John C. Foster, executive secretary, 
Board of Medical and Osteopathic Ex- 
aminers, Room 300, First National Bank 
Bldg., Sioux Falls. 


TENNESSEE 

Professional examinations in February 
and August at Nashville. Address M. E. 
Coy, D.O., secretary, Board of Examina- 
tion and Registration for Osteopathic 
Physicians, 1226 Highland, Jackson. 

Basic science examinations given every 
3 months. Address O. W. Hyman, M.D., 
secretary, Board of Basic Science Exam- 
iners, 874 Union Ave., Memphis 3. 
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quick, accurate early pregnancy diagnosis... 


new, 3-day oral test for pregnancy 


4 


Pro-Duosterone’ 


y yproge 50.00 mg. 
activated by ethinyl estradiol 0.03 mg. 


table 


safe... physiologic... therapeutic 


Pregnancy is now diagnosed safely, simply and accurately in its earliest weeks by oral 
administration of four Pro-DuosTeRone® tablets daily for three consecutive days. In 
the nonpregnant patient uterine bleeding usually occurs 3 to 7 days after progesterone 
therapy.! No bleeding occurs when pregnancy exists, and gestation is protected.? More- 
over, in short-term functional amenorrhea regular cycles are usually restored by oral 
progestogen.! Speed and precision of this test are unsurpassed, and “‘no laboratory 
equipment, animals, or specimens are needed.””! The 3-day, oral Pro-DuosTERONE test 
for pregnancy is also less costly than biologic methods. Diagnostic and therapeutic 
efficiency is assured by the small estrogen component of Pro-DuosTERONE since 
‘Progesterone has no action whatsoever in the absence of estrogens.’ 

Supplied: bottles of 24 tablets. Roussel Corporation, 155 E. 44th St., New York 17 


1, Hayden, 6.E.: Am. J. Obs. & Gynec. 76:271, 1958. 2. New & Nonofficial Drugs: J.A.M.A, 168:181, 1958. 3. Page, E.W.: GP 9:53, 1954. 


UTAH 
Examinations in September. Address 
Mr. Frank E. Lees, assistant director, 
Department of Registration, 314 State 
Capitol Bldg., Salt Lake City 1. 


WASHINGTON 
Professional examinations in July at 
University of Washington, Seattle. Ad- 
dress Mr. Thomas A. Carter, secretary, 
Professional Division, Department of Li- 
censes, Olympia. 
Basic science examinations in July at 
University of Washington, Seattle. Ad- 
dress Mr. Carter. 


WEST VIRGINIA 
Examinations June 15-16 at the Daniel 


Boone Hotel, Charleston. Applicants for 
reciprocity on June 15. Address Donald 
C. Newell, D.O., secretary, Board of Os- 
teopathy, Box 611, Oak Hill. 


WISCONSIN 

Professional examinations July 14-15 
at Milwaukee. Address Thomas W. Tor- 
mer, Jr., M.D., secretary, Board of Med- 
ical Examiners, State Office Bldg., 1 W. 
Wilson St., Madison. 

Basic science examinations September 
11 at University of Wisconsin Chemistry 
Building, Madison. Applications must be 
filed by September 3. Address Mr. W. H. 
Barber, secretary, Board of Examiners 
in the Basic Sciences, Ripon College, 
Ripon. 


A-95 


| 
| 
| 
| 
| 
i} 
| 
| 
| 
| 


CHELATED IRON 


FOR 
MORE 


EFFICIENT 


ORAL 


THERAPY 


m= outstandingly free from g.i. 


stain teeth [when given as a | 


any time — between meals without irritation, or at 
mealtime without impaired utilization = compatible 
with ulcer medication, and does not cause added 
irritation # safest iron to have in the home because 
of chelate-controlled absorption = and — clinically 
confirmed as an effective hematinic [Franklin et al: JAMA 


166:1685, 1958] 
CHEL-IRON ex 
Brand of iron Choline Citrate* Trademark 
Tablets — 1 tablet t.i.d. furnishes 120 mg. iron 
Pediatric Drops — 1 cc. furnishes 16 mg. iron 
also: CHEL-IRON PLUS Tablets — chelated iron plus Bj2, 
folic acid, other B vitamins, and C. PAGE 681 
(Arnney) KINNEY & COMPANY, INC. « COLUMBUS, INDIANA 


irritation # does not 
iquid] # can be taken 


“Chelate” describes a chemical structure in which metallic 
ions are “‘encircled’’ and their physicochemical properties 
thereby altered. Chelated iron (as iron choline citrate*) is 
unusually soluble; nonionizable; not precipitated by varia- 
tions in g.i. tract pH, protein, phosphate, or alkali; yet is 
readily available for hemopoiesis on physiologic demand. 


S. PAT. 2,575,618 


Reregistration 
of osteopathic licenses 


During June—Hawaii, $5 residents, $2 


for nonresidents. Address Frank O. 
Gladding, D.O., secretary, Board of Os- 
teopathic Examiners, 504 Kauikeolani 
Bldg., Honolulu 13. 


During June—lIllinois, $6. Address Mr. 


Frederic B. Selcke, Superintendent of 
Registration, Department of Registration 
and,.Education, State House, Springfield. 


Before June 30—Missouri, $2. Address 


F. C. Hopkins, D.O., secretary, Board of 
Osteopathic Registration and Examina- 
tion, 205 N. Fourth St., Hannibal. 
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Before June 30—Delaware, $20. Ad- 
dress Joseph S. McDaniel, M.D., secre- 
tary, Board of Medical Examiners, Pro- 
fessional Bldg., Dover. 


June 30—Virginia, $1. Address K. D. 
Graves, M.D., secretary, Board of Medi- 
cal Examiners, 631 First St., S.W., Roa- 
noke. 


Before July 1—New Mexico, $5. Ad- 
dress L. D. Barbour, D.O., secretary, 
Board of Osteopathic Examination and 
Registration, Roswell Osteopathic Hospi- 
tal, Roswell. 


July 1—Idaho, $10. Address Mrs. Nan 
K. Wood, director, Occupational Licens- 
ing Bureau, Department of Law En- 
forcement, State House, Boise. 


July 1—Kansas, $10. Address Francis 
J. Nash, M.D., secretary, Board of Heal- 
ing Arts, New Brotherhood Bldg., Kan- 
sas City. 


July 1—Michigan, $5. Address Roy G, 
Bubeck, Jr., D.O., secretary, Board of 
Osteopathic Registration and Examina- 
tion, 2851 Clyde Park Ave., S.W., Grand 
Rapids 9. 


July 1—North Dakota, $3. Address 
John O. Thoreson, D.O., secretary, Board 
of Osteopathic Examiners, New Provi- 
dent Life Bldg., Bismarck. 


July 1—Oklahoma, $2. Address G. R. 
Thomas, D.O., secretary, Board of Os- 
teopathy, 2923 N. Walker, Oklahoma 
City 3. 


July 1—West Virginia, $2. Address 
Donald C. Newell, D.O., secretary, Board 
of Osteopathy, Box 611, Oak Hill. 


July 1, with 60 days following—Indi- 
ana, $5 residents, $10 non-residents. Ad- 
dress Miss Ruth V. Kirk, executive sec- 
retary, Board of Medical Registration 
and Examination, 538 Knights of Pythias 
Bldg., Indianapolis 4. 


September 1—Ohio, $2. Address H. M. 
Platter, M.D., secretary, Medical Board, 
21 W. Broad St., Columbus 15. 


During September—Nebraska, $3. Ad- 
dress Mr. Husted K. Watson, Director 
of Bureau of Examining Boards, Depart- 
ment of Health, Lincoln 9, Nebr. 


Examination 


by National Board 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tions on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary of the 
Board or the dean of the college, and the 
completed application blank, together with 
check for the part to be taken, must be 
in the secretary’s office by the November 
1 or April 1 preceding the examination. 

Examinations in Part I consist of anat- 
omy, including histology and embryology ; 
physiology; physiological chemistry; gen- 
eral pathology; and bacteriology, includ- 
ing parasitology and immunology. 

Part II consists of examinations in 
surgery, including applied anatomy, sur- 
gical pathology, and surgical specialties ; 
neurology and psychiatry; public: healt!, 
including hygiene ; medical jurisprudence ; 
obstetrics and gynecology ; pediatrics ; os- 
teopathic principles, therapeutics, includ- 
ing pharmacology and materia medica. 

Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate exam- 
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Icis 


Safely, comfortably, and 
effectively useful in initial 
digitalization, redigitaliza- 
tion and maintenance digi- 
talization of patients in 
heart failure.” 


Rheumatic Heart Disease 


WIDEST SAFETY MARGIN—AVERAGE THERAPEUTIC DOSE ONLY ¥3 THE TOXIC DOSE. The average 
therapeutic dose of other digitalis preparations is 7 the toxic dose.t 


FASTER RATE OF ELIMINATION THAN DIGITOXIN OR DIGITALIS LEAF. Therefore, should toxicity inad- 
vertently occur, symptoms would be of much shorter duration with GITALIGIN. 


THESE SIMPLE DOSAGE EQUIVALENTS MAKE IT EASY TO SWITCH YOUR PATIENT TO GITALIGIN— 
0.5 mg. of Gitaligin is approximately equivalent to 0.1 Gm. digitalis leaf, 0.5 mg. digoxin or 
0.1 mg. digitoxin. 


Supplied: 

GITALIGIN 0.5 mg. Tablets—bottles of 30 and 100. 

GITALIGIN Injection Ampuls—2.5 mg. in 5 cc. sterile, I.V. solution. 
GITALIGIN Drops 30 cc. bottle with special calibrated dropper. 


) WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 


*DIMITROFF, S. P., ET AL.: ANN. INT. MED., 39:1189, 1953 © twuite's BRAND OF AMORPHOUS GITALIN e TereriocraPHy AVAILABLE ON REQUEST 
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MOL-IRON... 
WELL TOLERATED 


of 336 patients” 


G. |. side 
ffects 
with 


But 22.4% 


FeSO, 


Vi TAMIN C —“Optimal absorption of iron is best assured 


by administering it in the ferrous form with ascorbic acid... 


we 


VITAMIN 
C 


TABLETS 


| Each contains— Mol-Iron (ferrous sulfate 195 mg., 
- and molybdenum oxide 3 mg.) plus ascorbic acid 
75 mg. Bottles of 100. Dose — 1 or 2 tablets tid. 
Brit. M. J. 107.1 1982. 2. Bull. Margaret Hague Mat. Hosp. 1:68, 
1948. 3. Am. J. 


9910 


& Gyn. 57:541, 1949. 4. Connecticut M. J. 


14000, 1950. 5. J. 1946. 6. Am. J. Obst. & Gyn, 62: 


947, 1951. 7. Am. J, Med. Sc. 212:76, 1946. 8. Obst. & Gynec. 5: 
201, 1955. 9. J. Ped. 41:170, 1952. 10. Ann. Int, Med, 42:458, 1955. 


WHITE LABORATORIES, INC. 
KENILWORTH, NEW JERSEY 


MIL. “CIALLY WI IRON ABS TION IS DEFECTI 
4 


COSA—natural potentiation with glucosamine for peak 
antibiotic serum levels 


TETRACYCLIN E—antibiotic activity against the broad range 
of susceptible organisms 


NYSTATIN—antifungal protection against 
monilial superinfection 


COSA-TETRASTATIN 


glucosamine-potentiated tetracycline with nystatin 


capsules 


250 mg. glucosamine-potentiated tetracyciine 
(Cosa-Tetracyn®) plus 250,000 u. nystatin 


oral suspension 

a orange-pineapple flavored, 2 oz. bottle, each teaspoonful 
(5 ec.) contains 125 mg. glucosamine-potentiated 

‘4 tetracycline (Cosa-Tetracyn®) plus 125,000 u. nystatin. 


(Pfizer) Science for the world’s well-being 


Pfizer Laboratories, 
Division, Chas. Pfizer & Co., Inc. 
2 Brooklyn 6, N. Y. 
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when pregnancy is 
aindicated... 


Their simplicity of use assures the high degree of patient 
cooperation which is essential to any program of con- 
ception control. Greaseless, odorless and deodorizing, 
LoropHyn Suppositories melt within 15 minutes to form 
a tenacious spermicidal barrier which has proved highly 
efficacious in clinical studies.* 

Stable in any climate, LoropHyNn Suppositories contain 
phenylmercuric acetate 0.02%, methylbenzethonium chlo- 
ride (an effective deodorant) 0.2% and methylparaben in a 
water-dispersible base. Box of 12 hermetically sealed sup- 


positories, 2 Gm. each. 


Also available: Loropnyn Jelly containing phenylmer- 
curic acetate 0.05%, polyethylene glycol of mono-iso-octyl 
ether 0.3%, methylparaben 0.05% and sodium borate 3% 
in a special jelly base. Tube of 3% oz. 

*Eastman, N. J., Seibels, R. E.: J. Am. M. Ass. 139:16, 1949. Eastman, N. J... 


South. M. J. 42:346, 1949. 


EATON LABORATORIES, 


NORWICH, NEW YORK 


iners. Subjects covered in Part III are: 
anatomy; physiology; pathology; osteo- 
pathic principles, therapeutics and phar- 
macology; surgery; ophthalmology and 
otorhinolaryngology ; obstetrics and gyne- 
cology; physical and clinical diagnosis; 
public health and communicable diseases. 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first 6 months of a 1 
year internship in a hospital approved by 
the American Osteopathic Association for 
intern training. Part III is given an- 
nually. 

Eligibility requirements are as follows: 
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Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory comple- 
tion of Part I and of the first two quar- 
ters or trimesters of the senior year in an 
approved osteopathic college; Part III, 
satisfactory completion of Part II and at 
least 6 months of a 1-year internship ap- 
proved by the American Osteopathic As- 
sociation. 

Applications must be filed with the sec- 
retary of the Board not less than 30 days 
prior to the examination dates. Address 
Paul van B. Allen, D.O., secretary, 4425 
N. Meridian St., Indianapolis 8. 


Challenges 
to child-welfare 
administrators* 


Maurice O. Hunt 

Chief, Bureau of Child Welfare, 
Maryland State Department 

of Public Welfare 


We have long been committed in this 
country to the principle that basic child- 
welfare services should be available for 
the protection and care of those children 
who need them. Federal responsibility 
for helping establish and for encouraging 
the extension of such services was writ- 
ten into the Social Security Act when it 
was passed in 1935. At that time, many 
States were already doing something 
about homeless or mistreated children. 
The Social Security Act, however, result- 
ed in the establishment of public welfare 
agencies in all States. It also resulted 
in State statutes placing responsibility 
for the well-being of children with this 
new State agency. The wording of these 
statutes is usually broad and all-encom- 
passing. They ordinarily constitute a 
charge upon the State agency to do 
those things which are necessary to pro- 
tect children and to provide adequate 
standards of care. 

As a result of these developments, we 
have today in this country a vast network 
of State and local public agencies pro- 
viding services to children. In March 
1957, public welfare services not related 
to financial assistance reached 329,688 
children. 

The Children’s Bureau of the Depart- 
ment of Health, Education, and Welfare 
estimates that $159 million were spent 
for such services during the year ended 
June 30, 1957. This is an important con- 
tribution to the lives of a large number 
of children. However, a careful look at 
the status of child-welfare services in 
this country today reveals many serious 
problems. A comparison of existing serv- 
ices with the needs of the present, rather 
than with the deficiencies of the past, 
can only result in grave concern for the 
well-being of children throughout the 
Nation. 

One of the goals of public child-wel- 
fare programs from the beginning has 
been to make available certain basic serv- 
ices in every political subdivision in the 
country. We have been far from suc- 
cessful in achieving such coverage. The 
fact that every State has a child-welfare 
program does not mean that services are 
readily available throughout each State. 
In fact, many States include vast areas 
where basic services are essentially -un- 
available and where dire emergencies in 
the lives of children bring forth only 
meager community endeavors in their be- 
half. 

In 1957 only half the Nation’s counties 


*Reprinted from Children, September-October 
1958. Based on a paper presented at the 1958 
forum of the National Conference on Social 
Welfare. 
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premenstrual come by a single DIAMOX tablet each morning for 6 to 10 
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Unlike tranquilizers, sedatives and analgesics, DIAMOX con- 
trols premenstrual tension by direct physiologic action. Work- 
The usual pattern of tension and discomfort is simply over- 


days before menstruation. 


tension 


Acetazolamide Lederle 


on of AMERICAN CYANAMID COMPANY Pearl River New York 
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A good day’s work without fear of angina 
...on Metamine” Sustained, b.i.d.' 


This normally active angina patient who can do a 
satisfying day’s work without discomfort or the 
dread of a severe attack is typical of those con- 
trolled by METAMINE® SUSTAINED—aminotrate 
phosphate, 10 mg. (Leeming). A simple protective 
medication (1 tablet on arising and 1 before the 
evening meal), METAMINE SUSTAINED eliminates 
anginal episodes altogether, or greatly reduces their 
severity and frequency. Many patients refractory 
to other drugs of this type are aided by 
METAMINE SUSTAINED.? 


Moreover, relative freedom from side effects typical 
of many cardiac nitrates (headache, nausea, hypo- 


1, Eisfelder, H.W.: Case history 18/35. Personal communication. 2. Fuller, H.L. and Kassel, L.E.: Antibiotic Med. & Clin. Therapy, 3:322, 1956. 


tension) permits angina-preventive medication with 
METAMINE SUSTAINED for indefinite periods. And, 
when you prescribe METAMINE SUSTAINED, b.i.d., 
your angina patient will need less nitroglycerin and 
thus remain fully responsive to this vital emer- 
gency medication. 

Supplied: bottles of 50 and 500 sustained-release tablets. 
Also: METAMINE (2 mg.); METAMINE (2 mg.) WITH 
BUTABARBITAL (4 er) METAMINE (10 mg.) WITH 
BUTABARBITAL (%4 gr.) SUSTAINED; METAMINE (10 mg.) 
SUSTAINED WITH RESERPINE (0.1 mg.). 


That. Leeming New York 17. 
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skeletal mus 


Chemically unlike any other muscle 
relaxant, Sinaxar is 


e consistently effective in the majority 
of cases 


@ long acting: no fleeting effects 


@ purely a skeletal muscle relaxant... 
free of adverse physical or psychic 
effects frequently encountered with 


tranquilizers 


DOSAGE: Two tablets three or four times daily. 


SUPPLIED: 200 mg. tablets in bottles of 50. 


INDICATIONS: Any condition involving’ skeletal muscle 
spasm, as musculoskeletal disorders: acute and chronic 
back ache; arthritides; bursitis; disc syndrome; fibrositis; 
myalgia; myositis; osteoarthritis; following orthopedic 
procedures; rheumatoid arthritis; spondylitis; sprains 
and strains; torticollis; neurologic disorders: cerebral 
palsy; cerebrovascular accidents; cervical root syndrome; 
multiple sclerosis. 


ARMOUR 


® 
ARMOUR PHARMACEUTICAL COMPANY @ A Leader in Biochemical Research ¢ KANKAKEE, ILLINOIS 
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clinically tested > 
ethically promoted > 
safe and effective > 
easy fo use > 


maximum assurance > 


against recurrence and 
adverse reactions 


WRITE for PROFESSIONAL 
SAMPLE and LITERATURE 


AVAILABLE 
ot pharmacies or direct 
in 4 and 8 fluid ounces 


PSORIASIS 


distressing 


perplexing 


to the doctor 


SHIELD LABORATORIES 
Dept. OA-659 
12850 Mansfield Avenue 


to the patient 


COMPOSITION 
RIASOL contains 0.45% Mercury chemically com- 
bined with soaps, 0.5% Phenol, 0.75% Cresol. 


@ Detroit 27, Michigan 


had available the services of caseworkers 
who were giving full time to child wel- 
fare. Some of these full-time child- 
welfare workers were spreading their ef- 
forts over many counties. Of course, in 
some of the counties having no full-time 
worker adequate child-welfare services 
were no doubt being provided by work- 
ers who also carried responsibility for 
other services. In many counties, how- 
ever, practically no casework services 
were available to children. We can only 
conclude that in these counties many 
children are growing up neglected and 
mistreated and that where the court or 
some other agency steps in ‘to prevent 
the worst from happening, only make- 
shift arrangements are available to meet 
their needs. 
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GAPS IN SERVICES 

The picture becomes even more dismal 
upon examination of the facilities and 
services which are actually available in 
those counties having child-welfare-serv- 
ice programs. 

Children whose parents neglect or mis- 
treat them, children whose parents mis- 
understand them, children who are in 
danger of becoming delinquent or who 
have already been involved in delinquen- 
cies need a broad variety of child-welfare 
services. Let us examine briefly what 
some of these necessary services are and 
how widely available they are to children. 

Most public-welfare programs began 
with emphasis on the provision of foster 
care. Situations in which the problems 


of children have become so serious that 
they can no longer live with their own 
families are dramatic and emergent. It is 
not surprising, therefore, that the provi- 
sion of foster care has been the most 
extensive of the public child-welfare 
services. Even here however, there are 
large deficiencies both in coverage and in 
quality of the service provided. 

In 1956, the Children’s Bureau made 
an inquiry in all States concerning the 
adequacy of their foster-care programs.’ 
The results of this inquiry showed that 
although in most counties some court or 
social agency was charged with the re- 
sponsibility for providing foster care for 
children, in vast areas where only meager 
emergency services were provided: 49 of 
the 51 responding States and Territories 
reported children needing foster care 
who were not receiving it; 38 reported 
children in institutions who could have 
profited from foster-family care; 45 re- 
ported need for additional foster-family 
homes; 45 expressed a need for residen- 
tial treatment centers for emotionally dis- 
turbed children. No one examining this 
report can fail to be impressed with the 
need for radical extension of this earliest 
recognized phase of child-welfare service. 


PERMANENT HOMES NEEDED 


During recent years much time and 
thought have been given by administra- 
tors of public child-welfare agencies to 
the subject of adoption. As a result, 
much more use is being made of this 
method of providing a -permanent home 
to children whose own families have 
failed them. But here, too, we have a 
long way to go. 

In 1956, 43 percent of the children 
adopted throughout the country by unre- 
lated petitioners were placed without the 
benefit of social-agency services. Thirty- 
six States reported in the Children’s Bu- 
reau survey. on foster care in 1956 that 
they had children in foster-family care 
or in institutions who should be in adop- 
tive homes. Much must be accomplished 
before the possibilities of adoption are 
translated into the reality of permanent 
homes for the large numbers of children 
now floating from temporary arrange- 
ment to temporary arrangement. 

During recent years  child-welfare 
workers have been talking extensively 
about the importance of each child’s own 
family. As we have worked with hun- 
dreds of thousands of children in foster 
care, we have learned that there is never 
a complete substitute for the child’s own 
family, and we have been impressed with 
the important influence of a child’s par- 
ents, for better or worse, upon his fu- 
ture. This has resulted in more casework 
service to parents of children in foster 
care, aimed at reconstructing families. 

We have also begun to raise the ques- 
tion, “Why wait to apply these services 
until after children have had the terrible 
experiences that lead to removal from 
their families?” Similarly, child-welfare 
workers who have been close to delin- 
quent children either in courts or in 
training schools have been impressed by 
the long histories of neglect, misunder- 
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prerequisite for emotional ad justment: therapy 
to the patent 


requisite for therapy 
THE PARKE-DAVIS FAMILY OF ANTICONVULSANTS — 


most clini 


are 5 
of n sodium, Parke-Davis) is supplied in several forms 


WHICH OCCURS FIRST IN ARTHRITIC 
AND RHEUMATIC DISORDERS — 
THE PAIN OR THE SPASM? 


Regardless of which occurs first, the pain or the spasm, prescribe 
SALIMEPH FORTE or SALIMEPH/PREDNISOLONE to rapidly 
relieve the pain which causes the spasm and to relax the spasm 
which causes the pain in arthritic and rheumatic disorders. 


SALIMEPH FORTE 


ACTH-like action without ACTH side effects 


A specific analgesic, salicylamide 500 mg., best tolerated salicy- 
late, plus mephenesin 333 mg., safest potent skeletal-muscle 
relaxant, and ascorbic acid 50 mg. in special coated, easy to 
swallow, capsule-shaped tablets. Provides massive salicylate 
therapy with only 2 or more tablets q.i.d. 


SALIMEPH/PREDNISOLONE 


effective corticosteroid anti-inflammatory agent 


Combines all of the advantages of Salimeph Forte but adds only 
the small dosage needed in massive salicylate therapy of 0.75 mg. 
of prednisolone, approximately 4 times as effective (mg. for mg.) 
as hydrocortisone with virtually none of its untoward side effects. 


Also available: Salimeph-C, when lesser dosage is adequate; 
Salimeph-C/Codeine Phosphate, when pain is severe; Sali- 
meph C/Coilchicine, for gout and gouty arthritis. All Salimeph 
products are supplied in bottles of 100, 500 and 1000 tablets. 


Prescribe with Confidence 
KREMERS-URBAN COMPANY 
Distinctive Specialties Since 1894 


Milwaukee 1, Wisconsin 


standing, and sometimes cruelty. Here, 
too, the question is raised, “Why wait— 
why not apply casework skills at an 
early stage?” 

Therefore, as family problems affect- 
ing the well-being of children become 
apparent, we are beginning to take our 
services to these families in time to pre- 
vent more serious difficulties and to en- 
able children to remain with their own 
parents. 

This concept of applying services early 
to prevent the development of more se- 
rious problems has been intellectually ac- 
cepted for several years. One might ex- 
pect that by now it would be the major 
emphasis of child-welfare’ programs 
throughout the country. Certainly child- 
welfare workers should not be satisfied 
until the time and energy put into holding 
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homes together far exceeds that spent in 
foster care. However, most child-care 
agencies are still using the bulk of their 
resources in the provision of foster care, 
in either boarding homes or institutions. 

In December 1957, 38 percent of the 
children receiving casework services from 
State and local public child-welfare agen- 
cies were in their own homes; while the 
other 62 percent were in foster homes, 
institutions, or elsewhere. Significantly, 
from 1946 to 1957, the number of chil- 
dren receiving services (unrelated to fi- 
nancial assistance) in their own homes 
increased by 22 percent, while those in 
foster homes increased by 37 percent. 
We have far to go in translating our 
visions concerning the. strengthening of 
family life into the realities of positive 
services. 


The same may be said concerning the 
development of programs providing aux- 
iliary services to families, such as home- 
maker and day-care services. Although 
public agencies are taking an increased 
interest in these fields, the places where 
this interest has been translated into sery- 
ice to parents are few and far between. 
The Children’s Bureau reports that home- 
maker services are available in only 150 
of the 3,100 counties in the United 
States. Of the 145 local agencies provid- 
ing these services, only 34 are public 
welfare agencies. 

Although in 1957 about 7 million moth- 
ers of children under 18 were employed, 
a 52 percent increase from 1950, there is 
no evidence of anything like a compar- 
able increase in time and attention to the 
child-care problems their working en- 
tails. Day care still remains a minor 
interest for many State welfare depart- 
ments. 

Since 1948, the number of children re- 
ported as coming to the attention of ju- 
venile courts throughout the country be- 
cause of delinquent acts has increased by 
more than 100 percent. This is too great 
to be written off as a statistical error. 
Instead, it must be recognized for what 
it apparently is, tangible evidence of se- 
rious maladjustment in an _ increasing 
number of youngsters in our present-day 
civilization. 

This mass of unhappy youngsters pre- 
sents a challenge to the field of child 
welfare such as it has never had before. 
They require a whole battery of serv- 
ices from various sources, but one need 
they have in common is for casework, 
the special commodity of child-welfare 
services. Many of them need foster care 
and have needed it for years. Many more 
of them are badly in need of help with 
problems within their families. 

If we are to cope with the problem 
of delinquency, we must, in every State, 
have a strong agency providing leader- 
ship in the attack. Public child-welfare 
agencies are in an excellent position not 
only to provide necessary services, but 
to fill this leadership role as well. How- 
ever, most State welfare departments 
make no special claim to responsibility 
in this field and are not actually giving 
the leadership which is required. In only 
a few States are the public-welfare 
agencies tackling this problem vigorous- 
ly as a special assignment. In a few 
others, special agencies have been set up 
for the purpose. In the vast majority 
of States, aggressive leadership is not 
forthcoming. Here public welfare faces 
one of the most important challenges of 
the day. 

Thus, when we survey child-welfare 
services in this country in relation to 
what appears to be emergent present- 
day needs, the picture is far from en- 
couraging. Moreover, although there has 
been a great increase in the volume of 
service provided by public child-welfare 
agencies over the years, these increases 
have in actuality over the last 10 years 
fallen far behind the increase in the total 
population. Information from the Chil- 
dren’s Bureau based on reports from 40 
States shows that the number of chil- 
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The incidenee of 
anemia 


to meet her greater needs for diet supplementation 


Natalins’ Comprehensive / Natalins’ Basic. 


Vitamins and minerals, Mead Johnson f , Vitamins and minerals, Mead Johnson 


both extra generous in iron, ascorbic acid and calcium 


In a study! of over a thousand obstetrical patients, supply 4 vitamins and minerals . . . both are formulated 
anemia was found to occur with 50% greater frequency to meet the special needs of multiparas by supplying 
in multiparas than in primigravidas. And it was found generous amounts of elemental iron (40 mg. per tablet), 
that anemia often indicates other nutritional deficien- ascorbic acid (100 mg. per tablet) and calcium (250 


cies as well... Natalins Comprehensive tablets supply mg. per tablet). 
12 vitamins and minerals and Natalins Basic tablets Convenient, one-a-day tablet dosage. 


Mead Johnson 


Symbol of service in medicine 


1. Traylor, J. B., and Torpin, R.: Am. J. Obst. & Gynec. 61: 71-74 (Jan.) 1951 NA-1059M 


: 
| 
| 


tall» 


Journat A.O.A, 


| 
| 
| DECONGESTANT 
JAU-SPECTRUM 
| 
AND NON-INFECTIOUS 


Although you might lodge a profes- 
sional protest ...snacking appears to 
be a popular and perhaps growing cus- 
tom in America. The social charm of 
food defies challenge. 

But the physician says we must watch 
weight and waistlines. The dentist ad- 
vises that certain foods may cause 
tooth decay. The nutritionist fears that 
snacks may dull appetites and crowd 

- out other foods providing nutrients 
needed in balanced diet. 


NEW Leaflet—NEW Approach 

The attractive two color leaflet illus- 
trated here provides an authoritative* 
answer to questions about snacks. In 
20 pages, basic facts are presented about 
snacks and foods, meal planning, cal- 
orie control, causes of tooth decay... 
and what can be done to protect a fam- 
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them for ily from the hazards of uncontrolled 
ond d health. = snacking. 


Free Copies Available 
We will be glad to furnish quantities 
of the leaflet to you at no charge for 


The autritionol professional distribution. It contains no 
in this ond ental At advertising. Why not send today for a 
ov i in acc = i 
Wition of the American sociation te free review copy—so you may determine 
Association and found oi with current so for yourself whether you approve, and 


knowledge 


if you can use this new approach to 
problems of snacking. 


"Note statements of review from the American 
Medical and American Dental Associations. 


FREE USE COUPON OR SEND Ry BLANK 
foods are listed among 


the “Essential Four” food 
groups set up by the 


To: Wheat Flour Institute Dept. JAOA 
309 West Jackson Bivd., Chicago 6, Illinois 

tion—U.S. Dept. of Agri- 
culture. Diet selected 
from these foods pro- 
vides ample protein, vi- 
tamins and minerals. 


Please send me for professional review a free copy of the leaflet for 
patients on snack control. (Please print) 
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bleeding...was immediately controlled’ 
66 has often proved...lifesaving when all 
other methods failed?’ 


KOAGA MIN 


In his recent report of 40 cases of gastrointestinal bleeding, Jackson states that 
“...Koagamin produced dramatic results. The solution will not stop the hemorrhage 
of a large sclerotic vessel, but it has often proved effective and lifesaving when all 


other methods failed.”* 


KOAGAMIN acts on the late phases of the clotting mechanism, rapidly checks venous 


and capillary bleeding regardless of cause. It has an outstanding record of safety 
during 19 years of use in general surgery, internal medicine, obstetrics and gyne- 
cology, urology, ophthalmology and otorhinolaryngology and dentistry. 


KOAGAMIN, an aqueous solution of oxalic and malonic acids for parenteral use, is supplied in 10-0c. 


diaphragm-stoppered vials. 


% Jackson, A.S.: Journal-Lancet 76:45 (Feb.) 1956. 
CHATHAM PHARMACEUTICALS, INC « NEWARK 2, NEW JERSEY 
Distributed in Canada by Austin Laboratories, Limited, Guelph, Ontario osase 


dren receiving child-welfare casework 
services from public-welfare agencies in- 
creased on an average of 25 percent from 
1946 to 1957, but that the population un- 
der 21 in these States increased 34 per- 
cent in the same period. 


OBSTACLES TO PROGRESS 


What are the obstacles which are pre- 
venting the expansion of child-welfare 
services to meet needs known to exist? 

Often, we in the child-welfare field 
tend to project our difficulties on other 
people; we talk about the legislature 
that did not act; the Governor who would 
not go along on certain projects; the 
public’s lack of interest; meager appro- 
priations. I was amazed, however, when 
I recently made a list of what seemed 
to me to be the major obstacles, to find 
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how many of them actually lie, at least 
partially, within the control of those of 
us who have responsibility for the ad- 
ministration of child-welfare services— 
boards, administrators, child-welfare di- 
rectors, supervisors, caseworkers, and 
others. Although we are faced with se- 
rious obstacles, there is really no reason 
to feel helpless. There is much within 
our own control that can be done to ex- 
pand and strengthen services. 

One of the first problems to be over- 
come is our own lack of vision. Too 
many of us are content with being suc- 
cessful at our own little piece of the job 
and do not give much thought to the 
broader aspects of child welfare. We 
are not going to make the necessary sub- 
stantial headway unless more of us 
catch the vision of broad child-welfare 


programs reaching all people needing 
them, in time to be most helpful. 

We must not be afraid to “think big.” 
Not much ground will be gained by small 
measures. The services which are needed 
will cost money and require a large num- 
ber of people to man them. We tend 
to be too pessimistic about the public’s 
willingness to do things for the well- 
being of children. Our failure to move 
ahead may often be due to our own fail- 
ure to ask for enough. 

The person who continually cries that 
we can try nothing new because we are 
not doing well the things we are doing 
now will not furnish the kind of leader- 
ship needed for the future. The theory 
that we should do only those things for 
children which can be done on an ex- 
tremely high professional plane can no 
longer hold. It has been tried in the past 
and has been helpful in meeting the needs 
of a few children. This approach can 
never be depended upon to provide child- 
welfare servicé coverage throughout the 
country to to make available the basic 
services which in so many communities 
do not now exist. 

When did anybody in the field of social 
work ever start a new project of any 
substantial proportions with an adequate 
staff? We just don’t move forward that 
way in a democracy. We accept responsi- 
bilities. We get the best help we can 
and we tackle the job. If we play our 
cards well, more staff is forthcoming and 
eventually we may make a major con- 
tribution. If we do not, we may fall flat 
on our faces. This is the risk we have 
to take. 


PERSONNEL NEEDS 


On the other hand, we do face in this 
field serious problems resulting from the 
lack of trained, experienced personnel. 
This is unquestionably a grave obstacle. 

The low evaluation placed by the pub- 
lic upon social workers, teachers, minis- 
ters, psychologists, and others responsible 
for guiding children puts all of these 
professions at a disadvantage in recruit- 
ing and holding personnel. Child-welfare 
services share in this disadvantage. 

We will know much more about what 
motivates persons to leave child-welfare 
assignments when a survey currently 
being conducted by the Children’s Bureau 
and other national agencies is completed. 
Although the question of compensation is 
no doubt important, there are other fac- 
tors which may play as important a role. 
These have to do with skill in selection, 
the kind of working conditions provided, 
and the supervision and understanding of 
the job given to the workers. These last 
are factors certainly in our power to 
influence. While salaries must be im- 
proved, a vigorous attack on these other 
administrative problems might prevent 
some of the annual turnover in profes- 
sional child-welfare positions, which now 
reaches 27 percent. 

Actually, the public child-welfare field 
has done an outstanding job in recruiting 
and training personnel. By 1950, this part 
of social work had progressed well be- 
yond the field as a whole in the percent- 
age of its staff having full professional 
training-—20 percent in  child-welfare 
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Upjohn screened 357 
steroids to develop 
Oxylone™... 

the first steroid 
designed 

specifically for 

topical application. 


Available as: 
Oxylone Topical Cream — cach gram con- 
tains 0.25 mg. (0.025%) fluorometholone. 


Neo-Oxylone* Topical Ointment—each gram 
contains 0.25 mg. (0.025%) fluorometho- 
lone and 5 mg. neomycin sulfate (equiva- 
lent to 3.5 mg. neomycin base). 

Usual dose: 1 to 3 applications daily. 
Supplied: In 7.5 Gm. tubes with applicator 


Upjohn The Upjohn Company, Kal>mnazoo. Michigan 


O 
O 
O 
O 
O 
O 
O 
O 
O 
O 
O 
O 
O 
O 
O 
O 
O 
O 
O 
O 
O 
O 
O 
O 
O 


Vor. 58, Jung 1959 


888 8 


a 
g 
” 
d 
ae 
ae 
| 
| 
‘ 
; 
00000 
. 


NUGESTORAL® 


in the treatment of 
habitual abortion: 


NUGESTORAL will help you bring the 
abortion-prone patient to term by supply- 
ing five agents known to contribute to 
fetal salvage. It creates an optimal environ- 
ment for the maintenance of pregnancy. 


CLINICAL REPORT 


Fitzgerald* has reported a fetal 
! salvage rate of 50% in a group 

: of habitual aborters with the 
addition of NUGESTORAL to his 
standard regimen for abortion- 
prone patients. 


*Fitazgerald, W:: Clinical Medicine, 
§:1087, 1958. 


Formula: A daily dose of three NUGESTORAL 
tablets provides 45 mg. Progestoral® (Ethister- 
one) ;525 mg. Ascorbic Acid ; 525 mg. Hesperidin; 
6 mg. Sodium Menadiol Diphosphate (Vit. K 
Analogue) ; 10.5 mg. dl, Alpha-Tocopherol Ace- 
tate (Vit. E). 


Issued: For greater patient economy 
NUGESTORAL is now available in boxes of 100 
gold foil wrapped tablets as well as in boxes of 30. 


ORANGE, NEW JERSEY 


services as compared with 16 percent in 
the field of social work as a whole? In 
1955, 28 percent of persons holding child- 
welfare positions had 2 or more years of 
professional education, and another 25 
percent had at least 1 year of profes- 
sional training; 8 percent had some train- 
ing but less than 1 year. Thus a total 
of 61 percent of the 4,871 professional 
persons employed in public child-welfare 
programs have had at least some gradu- 
ate education.’ 

This good record for child welfare is, 
in my opinion, largely due to the Chil- 
dren’s Bureau efforts to promote person- 
nel standards and to a liberal use by 
State welfare departments of Federal 
funds for educational leave. Neverthe- 
less, the number of grants budgeted by 
the States to be made to persons for 
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educational leave steadily dropped from 
1952 through 1955 from a high of 624 
to a low of 352. While this trend has 
since been reversed, if we are really in- 
terested in obtaining personnel for child- 
welfare services we must make sure that 
such a drop does not again occur. It is 
encouraging to note that the amount 
budgeted by the States in 1958 for educa- 
tional leave is at an alltime high. 
Public-welfare experience has shown 
that a skilled supervisor can frequently 
obtain good casework service from a 
staff whose members have been well se- 
lected, but who are untrained. If the 
child-welfare were today to be faced 
with the immediate possibility of great 
expansion, it could look to a strong nu- 
cleus of trained personnel already in the 
program who could provide leadership 


and who could, with the help of an in- 
creased number of untrained persons, 
produce a tremendous amount of good 
work for children. This is a potential 
which must not be overlooked in con- 
sidering what we are able or unable to 
tackle in extending child-welfare sery- 
ices. Personnel problems present an ob- 
stacle but there is no reason to think 
that it is insuperable. 


ADMINISTRATIVE PROBLEMS 


Another difficulty plaguing child-wel- 
fare leadership in many States is a lack 
of administrative clarity. There is no 
consistent pattern of organization in 
State welfare departments throughout the 
country. Patterns vary with differences 
in the nature of services, tradition, and 
the concepts of current administrators. 
But in any pattern those in charge of the 
child-welfare program need a clear area 


of administrative responsibility, which~ 


will allow the child-welfare unit to in- 
fluence easily what is happening locally 
where services are applied. 

A frequent problem arises from the 
efforts of State welfare administrators 
to establish a direct line of supervision, 
without program differentiation, to local 
units. I do not question the State ad- 
ministrator’s need for this, nor do I 
think it unworkable to include in the 
functions of the line staff some basic 
responsibilities for carrying out child- 
welfare operations. Problems arise, how- 
ever, when the line staff begins to for- 
mulate policy in child welfare and to 
exclude the child-welfare unit from any 
responsibility for local operations. 

In order to make its influence felt upon 
local serviges, the child-welfare unit must 
have operational. responsibility. If this 
is carried out through the line field staff, 
the child-welfare unit should provide 
consultant services available both to the 
field staff and the local agency, thus 
keeping the State child-welfare unit di- 
rectly tied in to local operations. 

Another set of administrative problems 
involves relationships between local pub- 
lic-welfare agencies and State agencies. 
These vary in nature, but they all result 
in weakening the influence of the State 
agency on the lecal operation. In some 
States an excessive regard for local au- 
tonomy may result in a failure to provide 
the State agency with the powers and 
tools for carrying out its policies, thus 
preventing it from exercising leadership. 
In others State leadership is not effective 
because the State agency does not take a 
clear-cut, definite stand and hesitates to 
take issue with local agencies when dif- 
ferences occur. 

I strongly believe that child-welfare 
services should operate under the same 
administrative roof, both State and local, 
as other public social services. It seems 
to me entirely unrealistic for 2 local pub- 
lic casework agencies, 1 for child welfare 
and 1 for other services, to exist. It also 
seems to me that we need to look care- 
fully, and at once, at the basic adminis- 
trative structure and legal framework 
for child-welfare services in many States 
in order to be sure that they lend them- 
selves to effective action. Where a hodge- 
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The patient complains: “This diet is killing 

me! | can't keep my mind off food! Maybe 

1 should just give up and eat what | please 
because DIETING IS TORTURE!” 


for the patient who can't stay on a diet 
prescribe the diet but add 


Obocell-TF 


Obocell-TF (tension formula) contains an 
antidisturbant, methapyrilene, to help the 
obese patient endure a strict diet. Metha- 
pyrilene is not a barbiturate . . . does not pro- 
duce barbiturate side effects. Obocell-TF 
combines this antidisturbant with d-amphet- 
amine phosphate to curb the appetite and 
provide a “controlled lift,” eliminating pos- 
sible CNS overstimulation. At the same time 
Obocell-TF controls bulk hunger with Nicel. 
And Obocell-TF can be given in the evening 
to combat the night-eating syndrome without 
disturbing sleep. 


Each Obocell-TF tablet contains: 
Methapyrilene, an antidisturbant....... 25 mg. 
d-amphetamine phosphate (dibasic).... 5 mg. 
Nicel, non-nutritive, hydrophilic agent. . 150 mg. 
For Rx economy prescribe Obocell-TF in 100's. 
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What 


The Truth About 
Dietary 


Recently a great deal of interest has been aroused 
on the question of a possible etiologic link between the 
ingestion of food fats and pathophysiologic changes 
in certain body tissues. 

Basic research on this problem is being 
carried on throughout the world, the approach rang- 
ing from animal experimentation to biochemistry, to 
ethnological statistics. 

In a number of instances the lay press has 
prematurely reported the findings of one research 
group or another, without the benefit of unbiased com- 
petent evaluation. Some scientific as well as lay 
articles have attempted to correlate inconclusive, 
fragmentary, and conflicting results, frequently lead- 
ing to undesirable confusion. 

The problem, however, is far from settled. 
If final results of this world-wide research establish 
beyond reasonable scientific doubt that fat intake is 
directly related to degenerative disease, accurate in- 
formation should be provided for the profession so 
that in turn the public may be properly enlightened. 


“*A large amount of information has been made 
available in recent years relating fats to the 
causation of atherosclerosis, coronary artery 
disease, and other similar diseases. However, 
the data are so incomplete and conflicting that 
it is impossible to draw conclusions which are 
universally acceptable to nutritionists and 
medical authorities.” 


STATEMENT BY NATIONAL RESEARCH COUNCIL 


On the other hand, if conclusive evidence 
points to little or no etiologic relationship between 
fat ingestion and degenerative disease, it will become 
difficult for the scientific world to counteract the 
cumulative effects of misinformation on the public 
mind. 

Furthermore, evidence is accumulating to in- 
dicate that lowering of the plasma cholesterol by 
limitation of dietary fat and by administration of 
unsaturated fatty acids may actually increase the 
deposition of cholesterol in the tissues.? 


The obvious need at present is for basic re- 
search and proper evaluation as well as unprejudiced 
correlation of findings from all quarters, so that the 
medical profession as well as the public may be pro- 
tected from the publicizing of premature and un- 
warranted conclusions. 


1. Kuhl, W.J., Jr., and Cooper, J.: Exchangeable C'-Choles- 
terol Pool Size as an Index of Cholesterol Metabolism: 
Effect of Low Fat and Highly Unsaturated Fat Diets, Proc. 
Cen. Soc. Clin. Res., J. Lab. & Clin. Med. 52:919 
(Dec.) 1958. 


“Until it is clearer which fats are more de- 
sirable nutritionally and which, if any, are 
undesirable — major changes in American die- 
tary habits are not to be recommended.” 


The Role of Dietary Fat in Human Health: National 
Academy of Sciences—National Research Council, 
Washington, D. C., Publication 575, 1958. 
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MORE EFFECTIVE CONTR 


DIABETICS 


MORE 


MORE EFFECTIVE CONTROL 
OF MORE DIABETICS 
MORE ECONOMICALLY 


DIABINESE 


brand of chlorpropamide 


tablets /once-a-day dosage 


The specific pharmacologic properties of DiABINESE—high activity... freedom from metabolic 
degradation... gradual excretion—permit (1) prompt lowering of elevated blood sugar levels 
without a “loading” dose, and (2) smooth, sustained maintenance devoid of marked blood 
sugar fluctuations—on convenient, lower-cost, once-a-day dosage. This is the consensus of 


extensive clinical literature.” 


More than two years of clinical experience with DIABINESE have demonstrated effective control 
of a larger percentage of “maturity-onset” diabetics—smoother control of patients on previ- 
ous oral therapy—usefulness as “a valuable adjunct to the therapy of brittle and poorly 
controlled diabetics,” generally with decreased insulin requirements—and control in over 85 
per cent of patients who have become refractory to other oral agents. Widespread use of 
DIABINESE since its introduction has confirmed the low incidence of side effects reported by the 
original investigators. 


Thus, DiABINESE merits first consideration for any diabetic presently receiving or potentially 
better managed with oral therapy—including many diabetics for whom previous oral agents 
have proved ineffective. 


Supplied: Tablets, white, scored, 250 mg., bottles of 
60 and 250; 100 mg., bottles of 100. 


PROFESSIONAL LITERATURE AVAILABLE ON REQUEST 


Science for the world’s well-being 1. Dobson, H., et al.: Ann. New York Acad. Sc. 74:940, 1959. 2. Greenhouse, B.: 


Paper presented at Conference on Diabinese and Diabetes Mellitus, New York 

Acad. Sc., Sept. 25-27, 1958, New York, N.Y. 3. Forsham, P. H.; Magid, G. J., 
and Dorosin, D. E.: Ibid., p. 672. 4. Beaser, S. B.: Ibid., p. 701; New England J. 
Med. 259:573, 1958. 5. Bloch, J., and Lenhardt, A.: Ann. New York Acad. Sc. 


74:954, 1958. 6. O'Driscoll, B. J.: Lancet 2:749, 1958. 7. Hadley, W. B.; 
Khachadurian, A., and Marble, A.: Ann. New York Acad. Sc. 74:621, 1959. 
PFIZER LABORATORIES, Brooklyn 6, N.Y. 8. Duncan, G. G.; Schless, G. L., and Demeshkieh, M. M. A.: Ibid., p. 717. 9. 


Division, Chas. Pfizer 8 Co., Inc. Handelsman, M. B.; Levitt, L., and Calabretta, M. F.: Ibid., p. 632. 10. Hills, A. 
G., and Abelove, W. A.: Ibid., p. 845. 11. Drey, N. W., et al.: Ibid., p. 962. 
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VERSATILE FURACIN 


effective by intrapleural instillation’ 


the situation: Four-month-old infant with staphylococcal pneumonia and 
empyema resistant to most antibiotics was allergic to antibiotic chosen after sensi- 
tivity tests. Thoracentesis produced 30-40 cc. of creamy, purulent fluid. Organism 
was Staphylococcus aureus, coagulase positive. 


then Furacin was instilled: 0.2% Solution was diluted equally with 
physiologic saline and 10 cc. of mixture instilled twice daily into pleural space, with 
suction catheter clamped off for 1 hour. Fluid almost immediately became thinner 
and less viscous. Twenty-four hours later infant was less irritable, voluntarily 
started taking food. Instillations stopped. FURADANTIN® Oral Suspension prescribed. 


Recovery uneventful. 1. Perkins, J. L.: Kansas State M. J. (to be published). 
brand of nitrofurazone 


FURACIN has been in clinical use for more than 13 years. Today it is the most widely 
prescribed single topical antibacterial agent. Like other nitrofurans, FURACIN re- 
mains effective, even in pus, sera or exudates, against pathogens which have de- 
veloped—or are prone to develop—resistance to antibiotics. 

FURACIN, in a water-miscible base of polyethylene glycols, is available in a number 
of dosage forms. Included are Soluble Dressing, Soluble Powder, Solution and 
Cream. Also in Vaginal Suppositories, Inserts, and in special formulations for eye, 
ear and nose. ; 


NITROFURANS=—a unique class of antimicrobials—neither antibiotics nor sulfonamides ae I. 
EATON LABORATORIES, NORWICH, NEW YORK 
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“MOTHER” 
by A. Lewin-Funke 


Courtesy of 
The Metropolitan Museum of Art 


Cs therapy 


for preventing and healing 


diaper rash 


excoriation, chafing, irritation . 


DESITIN 


OINTMENT 


... enduring in its efficacy 
... pleasing in its simplicity 
... exemplifying pharmaceutical elegance 


SAMPLES on request DESITIN CHEMICAL COMPANY 
812 Branch Ave., Providence 4, R. |. 


podge of laws affecting children divides 
responsibility for child-welfare services 
among a variety of agencies, or where 
no public agency has authority to pro- 
vide certain kinds of needed services, 
children are the losers. 

Closely allied to the problems in ad- 
ministration are those related to the finan- 
cial structure. In contrast to public- 
assistance programs, where the Federal 
Government is making major contribu- 
tions to the actual cost of administration 
and assistance, the bulk of the cost in 
child-welfare programs is carried by 
State and local governments. Since the 
Federal Government does not share in 
the cost of child-welfare administration 
and services on a percentage basis, the 
stimulation for coverage within the States 
and localities is not so great. Federal 
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funds for child-welfare services are pri- 
marily stimulatory in nature and useful 
for developing new programs. Careful 
attention should be given to this finan- 
cial structure as it has obviously been 
less successful in solving the problem of 
coverage than that used in public assis- 
tance. 

I would also like to see States take a 
new. look at the way in which they are 
using the Federal funds. I would like to 
see this reassessment done in the light of 
the need for coverage and for broad 
child-welfare services. It is my impres- 
sion that considerable amounts of Federal 
funds are being used to staff established 
child-welfare services — particularly in 
foster care—which should have become 
a financial liability of the States many 
years ago. With their Federal funds tied 


up in support of this basic operation 
some States do not have money available 
to move into new and different kinds of 
programs. 


TELLING THE STORY 


One of the important obstacles to the 
expansion and improvement of child- 
welfare programs is the lack of public 
understanding of the needs of children 
and of our methods of dealing with them. 
Until we tell our story to the public 
through the use of modern communica- 
tive techniques, it is going to be very 
difficult to gain enough public support 
for the necessary broad extension of 
child-welfare services. 

Child welfare has been handicapped to 
some degree in achieving public support 
because of its close association with pub- 
lic assistance. The strong repugnance 
many people have to the idea of an as- 
sistance agency reaching out to distribute 
funds has made public-welfare adminis- 
trators extremely timid about the methods 
they use in public relations, and particu- 
larly about expenditures for this purpose. 

Actually, the public’s attitude toward 
child-welfare services may be quite dif- 
ferent from its attitude toward public 
assistance. Probably most people would 
not resent the idea of a public-welfare 
agency reaching out to help a child, even 
if it cost some money. What is more 
appealing than a neglected child, a child 
without a home, a child in need of pro- 
tection from destructive adults, a child 
to be saved from delinquency for good 
citizenship? These are the children child- 
welfare workers serve. Their needs stir 
those of us who work with them and, 
if known, will stir others. There is no 
reason why public agencies should not 
devote substantially more time and effort 
to telling their story and to explaining 
what has to be done if their needs are 
to be met. 

The basic responsibility for presenting 
the needs of these children rests upon 
the people who know them, the people 
responsible for working in their behalf 
and for carrying out child-welfare serv- 
ices. Unless we speak out, it will be a 
long time before the public is sufficiently 
moved to demand the services which 
children must have. 

If we are going to obtain for the 
children of our time what they must have 
for their protection, we are going to need 
the zeal of such pioneers as Jane Ad- 
dams, Lillian Wald, Florence Kelley, and 
Julia Lathrop. This means going on a 
modern crusade. It means not hesitating 
to take advantage of the special interest 
of the day, such as the current public 
concern over juvenile delinquency. 

We are operating in government. We 
have to obtain changes in laws and ap- 
propriations. We must not hesitate to use 
political skills and techniques in bringing 
about necessary action. Much must hap- 
pen in behalf of children in the next few 
years, but if it is going to happen, we 
must first look to ourselves to take lead- 
ership in dealing with the obstacles that 
are today cutting off children from the 
basic essentials of happy living. If we 
will really throw ourselves into this cru- 
sade, I have every confidence that the 
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The great increase in the volume of 
medical research in the past decade has 
been well publicized. Less appreciated are 
the changes that have taken place in the 
character of medical research and their 
consequences to the public health services 
of the future. Such changes are appar- 
ent in the programs of the National In- 
stitutes of Health. These mirror medical 
research generally in the United States. 
In addition, they are attuned, with a high 
degree of sensitivity, to new concepts, 
new techniques, and new areas offering 
unusual opportunities for advancement. 

Medical research in the Public Health 
Service began almost three-quarters of a 
century ago in a one-room attic labora- 
tory equipped with one light microscope 
and staffed by one man. Today the Na- 
tional Institutes of Health, principal re- 
search arm of the Public Health Service, 
comprises seven Institutes, five Divisions, 
and a research patient-care facility known 
as the Clinical Center. These diverse ac- 
tivities are housed in 42 buildings on a 
300-acre campus-like tract in Bethesda, 
Maryland. The staff now consists of 
6,700 including about 1,000 with doctoral 
degrees. In addition, through a research 
grants program, the National Institutes 
of Health support approximately one- 
third of the medical research in the Unit- 
ed States, and administer a $60-million 
program of fellowships and _ research 
training. 

The change in size of this research ac- 
tivity of the Public Health Service is no 
less remarkable than the changes in the 
nature, scope and depth of the research 
it supports. For example, detection of 
the cholera organism among immigrants 
at Ellis Island in 1887 can be cited as 
both an important research achievement 
and a typical problem then facing medi- 
cal research and public health. Today 
one might cite as examples of current 
research at NIH the detection at the 
molecular level of metabolic faults which 

*Reprinted by permission from Health News, 


monthly publication of the New York State De- 
partment of Health, February 1959. 


cause serious illness; the search for the 
characterization of mental illnesses; or 
the search for eausation of cancer. 


A NEW CONCEPT OF DISEASE 


Much of the change in medical and 
biological research has resulted from 
modern advances in chemistry. These ad- 
vances have also changed medical and 
public health practice. Physicians and 
health officers may not realize the extent 
to which chemistry or its subdivision, 
biochemistry, has entered their fields, fa- 
miliar as they are with its specific appli- 
cations in diagnosis, prevention and ther- 
apy. Yet most of the major advances in 
control of disease over the past 20 years 
—the antibiotics, vitaiains, antimetab- 
olites, antimalarials, insecticides, steroids, 
isotopes, antiviral vaccines, and psycho- 


pharmacologic agents—derive from chem- 
ical research. 

Using modern biochemical techniques, 
new powerful tools for research, it has 
become possible to establish a whole new 
concept of disease—a concept that pic- 
tures systematic disease as resulting from 
hereditary defects in the replication of 
molecular structures. Representative of 
this new concept are the molecular dis- 
eases—sickle cell anemia, alkaptonuria, 
galactosemia, and phenylpyruvic oligo- 
phrenia. In the case of galactosemia, a 
disorder in which the afflicted infant can- 
not metabolize galactose, the specific me- 
tabolic error is the congenital absence of 
a particular enzyme. Since galactose is a 
component of that ordinarily staple item 
of infant diet, milk, and since galacto- 
semia ordinarily progresses to jaundice, 
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mental retardation and early death, it is 
important to diagnose the condition ac- 
curately and promptly. Removal of milk 
from the afflicted infant’s diet terminates 
the progress of the disease. As a result 
of detection of the specific metabolic er- 
ror in this molecular disease, and the 
enzymatic defect which is the funda- 
mental cause, it has been possible to de- 
velop a relatively simple diagnostic test 
that does not involve the hazard of ad- 
ministering galactose. The consequences 
of the disease are now preventable. 

The molecular diseases are cited not so 
much because of their own importance in 
the over-all health picture as because of 
the example they provide of the kind of 
research that has resulted in their eluci- 
dation and the promise that analagous 
research may well bring knowledge of 


the causation and methods for control of 
other, more common metabolic diseases. 
Alkaptonuria, another comparatively rare 
disease, is characterized in later years by 
such serious complications as arthritis 
and arteriosclerosis. Modern techniques 
made it possible to prove the 50 year-old 
theory that this disease was due to 
hereditary absence of an enzyme in the 
liver and to identify the missing enzyme 
as homogentisic acid oxidase. A most 
important aspect of this finding, however, 
is that the demonstrated causal relation 
between a particular metabolic defect and 
a particular form of arthritis may lead 
to better understanding not only of other 
metabolic defects but also of other forms 
of arthritis. 

Biochemical research such as that on 
the molecular diseases represents but one 
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of the basic approaches at NIH to the 
understanding of health problems. Other 
studies, both basic and clinical, concern 
cancer, cardiévascular disease, arthritis, 
diabetes, neurological diseases, mental ill- 
ness, and of course, such traditional pub- 
lic health problems as infectious diseases 
and allergy. Where biochemistry alone 
cannot solve a problem, the comparative- 
ly new science of physical biology, with 
its modern electronic tools, instruments 
of precision, and models of thought, are 
increasingly applied. 

For example, scientists at the National 
Heart Institute, seeking more knowledge 
of the relation of dietary fats to athero- 
sclerosis, have turned to gas chromatog- 
raphy in studies on the nature and func- 
tion of lipoproteins, the fat-carrying 
molecules that circulate in the body. In 
the National Institute of Allergy and In- 
fectious Diseases, fast-disintegrating ra- 
dioisotopes, such as $37, are used in in- 
vestigating the nutritional requirements 
of cells in studies related to virus para- 
sitism. 

The change in depth of medical re- 
search, both at the National Institutes of 
Health and elsewhere, has resulted large- 
ly from the development of new tech- 
niques and increased knowledge, per- 
mitting scientific exploration of the cell 
and its immediate environment, both in- 
ternal and external. 

The change in the scope and nature of 
the research reflects the changes in our 
population and in the conditions and dis- 
eases that threaten the health of people 
today. Thanks to the research of the 
late 19th and early 20th centuries, and to 
the application of these research findings 
in public health and medicine, Americans 
are living longer than ever before. As a 
consequence the degenerative and chronic 
diseases of later life are becoming more 
prominent. Where pneumonia, tubercu- 
losis and malaria were formerly leading 
causes of death, we now see cancer and 
cardiovascular diseases leading the mor- 
tality tables, while neurological diseases 
and disorders of the mind and emotions 
disable ever larger numbers. 


INFECTIOUS DISEASES STILL MAJOR 
PROBLEM 

This is not to say by any means that 
infectious diseases and epidemics no long- 
er need concern us. Our recent experience 
with Asian influenza and the too-frequent 
localized outbreaks of antibiotic-resistant 
staphylococcal infections emphasize 
afresh that the control of epidemics is 
still a primary problem for health de- 
partments and medical research. While 
the Public Health Service’s Communica- 
ble Disease Center devotes major efforts 
to problems of epidemic control, the Na- 
tional Institute of Allergy and Infectious 
Diseases concerns itself with clinical and 
laboratory research on the infectious dis- 
eases and their causative agents. 

Some current studies of NIAID are 
concerned with determination of the 
pathogenicity of staphylococci, with par- 
ticular reference to antibiotic-resistant 
strains of the phage type which have 
been identified with recent outbreaks of 
infection in hospitals. Other basic studies 
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are focused on the problem of staphylo- 
coccus resistance to antibiotics. In vitro 
studies, employing single antibiotics and 
combinations of them, are being devel- 
oped. The question of the possible ef- 
fectiveness, for prophylaxis or therapy, 
of chemical fractions of the staphylococ- 
cus organism is being explored. 

One large study in the field of infec- 
tious disease seeks to define the present- 
day microbial experiences of the human 
infant as observed in an orphanage nurs- 
ery in a large urban area. Thousands of 
virus isolations and bacterial observations 


have been made. From this study should’ 


emerge both a total picture of illness 
and the final analysis of the relative im- 
portance of various newly recognized 
viruses. At least thirty distinct types of 
virus infections have been defined as 
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common occurrences, many of them be- 
longing to the newly recognized virus 
groups such as adenovirus, Coxsackie, 
and ECHO viruses, as well as newer, un- 
classified groups. When all the labora- 
tory, clinical and epidemiologic data are 
completely assembled, the causes of a 
large proportion of the presently undif- 
ferentiated illnesses, now lumped under 
the nonspecific terms of “common cold,” 
“virus infections” and so on, may be ex- 
plained. Then intelligent efforts to pre- 
vent, with vaccines, this massive mi- 
crobial experience will have much to 
offer. 

Germ-free animals and tissue cultures 
are being used as research tools at the 
Allergy and Infectious Diseases Institute. 
Germ-free guinea pigs are used in studies 
of intestinal helminth parasites of rats 


and mice, including both nematodes and a 
cestode, as well as in studies of Endamoe- 
ba histolytica. Fundamental descriptive 
studies of germ-free guinea pigs that 
differ from conventional animals in such 
characteristics as serum globulins, com- 
plement activity, and hepatic portal am- 
monia levels are furnishing insight into 
some of the effects that lifelong associa- 
tion with microorganisms has upon the 
host. 

Considerable attention is given to 
studies of the nutritional requirements of 
cells in tissue culture and to the effects 
of varying the nutrition of cells from 
the same cell line. Although the imme- 
diate application of these studies to prob- 
lems of~human disease may not be ap- 
parent, it is easy to appreciate the oppor- 
tunities to study for the first time the 
chemical behavior of an entire host-para- 
site system in a defined and precise way. 


VIRAL AGENTS IN CANCER CAUSATION 


Tissue culture techniques of demon- 
strated value in microbiologic studies are 
now furthering studies of cancer causa- 
tion. Scientists of the National Cancer 


Institute and the -Division of Biologics 


Standards have incubated in tissue cul- 
ture material extracted from two dif- 
ferent experimental leukemias. The su- 
pernatant fluid recovered after two weeks 
in vitro has seldom caused leukemia when 
injected into newborn mice but most of 
the animals develop parotid tumors at 
about three months of age as well as a 
variety of other types of cancers. The 
carcinogenic principle can be passed 
through cell-proof filters, though its po- 
tency is reduced. It survives freezing, 
lyophilization, and heating to 60 degrees 
C. for one hour. It can be séedimentated 
by ultracentrifugation, is retained by a 
filter of known porosity, and produces 
neutralizing antibodies in rabbits. These 
are characteristics of some known viruses 
and the experience with tissue culture 
suggests that the agent may well be self- 
propagating. 

These and other studies at the Na- 
tional Cancer Institute and elsewhere 
point more and more to a viral cause of 
cancer with all that would be implied for 
detection, therapy, and prophylaxis. It 
seems from these studies that we are on 
the verge of a true breakthrough on the 
cancer front. 

Studies at the National Cancer Insti- 
tute and under its grant support are by 
no means limited to the virus field, excit- 
ing as that now seems. Search for im- 
proved therapeutic drugs, studies of hor- 
monal influences—from which has come 
one effective chemical treatment of a 
rare but rapidly fatal uterine cancer, 
choriocarcinoma—and research in many 
other basic fields are all being pursued 
in the attack on this grave health prob- 
lem. 


BIOLOGY OF SCHIZOPHRENIA 


While cancer has been a matter of 
public health concern and intensive re- 
search for more than a quarter-century, 
mental disease, a health problem of much 
greater magnitude in terms of numbers 
affected, has been a subject for biological 
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research in the modern sense for only a 
few years. True, investigators have been 
reporting a great variety of anatomical 
and physiological abnormalities in schizo- 
phrenics for over a half century, but 
most reported results have not been sub- 
stantiated by later, better controlled 
studies. 

A project now under way at the Na- 
tional Institute of Mental Health will 
test many of the hypotheses that postu- 
late some characteristic biological changes 
underlying the schizophrenic disease 
process. About fifteen carefully screened 
and selected schizophrenic patients and 
the same number of normal controls will 
be studied. Both schizophrenic and nor- 
mal groups will be maintained as much 
as possible under similar conditions of 
diet, activity and management. Metabolic 
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abnormalities resulting from inadequate 
or poorly balanced diets of hospitalized 
mental patients are among the reasons 
for spotty and inconsistent results in the 
biochemical approach to schizophrenia. 
In the study, classical biochemical tech- 
niques will be supplemented by new ones 
for the detection, tracing and quantifica- 
tion of chemical substances in minute 
amounts. The techniques will include 
chromatography, isotopic tracing, and ul- 
traviolet, infrared and fluorescent spec- 
trophotometry. Electroencephalographic 
changes will be studied and correlated 
in the two populations. So will the effect 
and metabolic rate of epinephrine; the 
blood levels and metabolism of gluta- 
thione, copper, ceruloplasmin and ascorbic 
acid; and the metabolism of certain 
amino acids—tryptophane, histidine, glu- 


tamine and tyrosine. If any biochemical 
phenomena do underlie the disease proc- 
ess in schizophrenia, these studies, it js 
hoped, will bring us closer to knowledge 
of what they are. At the very least the 
studies will serve as a sound metabolic 
base for an extension of the studies into 
the unknown. 


ROLE OF HEALTH DEPARTMENTS IN 
RESEARCH 


These few examples of research at the 
National Institutes of Health, which are 
representative of the changing pattern of 
medical research here and elsewhere, in- 
dicate new opportunities for advancement 
of knowledge through health department 
study and investigation. 

Part of the changing pattern of re- 
search has been an expansion from the 
study of individuals and biological sys- 
tems to the study of population groups. 
Epidemiology, traditionally a discipline 
of the public health investigator, applied 
with biometric planning and interpreta- 
tion, is now needed for the study of 
chronic illness as has always been the 
case for the study of transmissible dis- 
ease. In the area of cardiovascular dis- 
ease, epidemiologic techniques have al- 
ready been of great value in helping to 
clarify many. puzzling factors and in 
pointing the way to new leads that can 
be further investigated in the laboratory. 
In the case of atherosclerosis, epidemio- 
logic studies point to diet, and particular- 
ly to fat and to certain kinds of fat, as 
possibly significant in the genesis of the 
disease. Not enough is yet known to per- 
mit broad dietary recommendations, but 
the epidemiologic findings have pointed 
the way for scientists working at the 
level of the individual and of cells and 
cell systems. The present phase in lab- 
oratory and clinic can be expected to pro- 
vide answers on this important problem. 

Another example of the epidemiologic 
approach to chronic illness is the long- 
term study carried on by the National 
Heart Institute at Framingham, Massa- 
chusetts. This study has recently uncov- 
ered the importance of “silent coronaries” 
—heart attacks that generally go unrec- 
ognized. These have accounted for one- 
fourth of the heart attacks in the study 
population during the first four years of 
the project. No significant differences of 
age, occupation, weight, blood pressure 
or heart size were found to distinguish 
those who had “silent coronaries” from 
others who had more typical attacks, al- 
though the heart damage was usually in 
a different location and angina pectoris 
did not result from the silent type. Much 
more information on this and other 
facets of the etiology of heart disease is 
expected from this continuing study at 
Framingham and other cardiovascular 
epidemiologic researches here and abroad. 

The challenge is indeed a broad one. 
The profitable study of this type in car- 
diovascular disease has outstanding im- 
portance in highlighting both a need and 
a research opportunity in many other 
areas of ignorance, such as the causation 
of chronic neurological disease and the 
arthritides. 

The investigator in the state or local 
health setting and his staff are in an es- 
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pecially good position to note and record 
patterns of health, and departures there- 
from, in groups or social units, and also 
to study the effects of the group and of 
the environment on the individual. Such 
studies can call attention to problems 
and aspects of chronic illness needing 
further study as yet untouched by the in- 
vestigators whose primary concerns are 
discrete mechanisms in insolatable sys- 
tems or the individual as a whole. They 
can furnish accurate knowledge of group 
experience which will assist the physician 
in his diagnosis when the patient’s fre- 
quently baffling somatic symptoms are 
expressions of conflicts and emotional 
factors. Certainly it will be this group of 
investigators that will discover those de- 
ficiencies in community life that together 
contribute so greatly to the general prob- 
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lems of aging. These stem more from 
the environment than from the individ- 
ual. They must be isolated for examina- 
tion and must be removed or modified. 

Wholly apart from furnishing insight 
into the beginnings of disease, study of 
population groups is often needed to test 
the significance of a finding made in the 
research laboratory or to test the effec- 
tiveness of prophylactic or therapeutic 
procedures. Such studies, again, may well 
be carried out by public health oriented 
investigators. 

Another field for study is of course 
that of public health methods and prac- 
tices. There are today new and serious 
health problems. Where best can control 
measures be developed and tested other 
than from within the group that wiil 
later apply them? 


The health officer or health depart. 
ment staff member who looks on the 
population in his area with imagination 
will see problems or group symptoms 
that are baffling as to origin or course 
or significance. And he will see ways to 
advance medical knowledge that cannot 
be. attained alone by the laboratory or 
clinical investigator. 

Only a beginning has been made in the 
areas of medical research which, tradi- 
tionally, have been the sphere of activity 
of public health-minded investigators. It 
is predictable that until such activity is 
also broadened and deepened in parallel 
with the already established medical pat- 
tern we will not have the really well bal- 
anced and productive pattern we all wish 
to obtain. 


CONCLUSION 


This account of medical research at the 
National Institutes of Health omits far 
more than it includes so far as specific 
studies are concerned. It has been offered 
in the hope of calling attention to the 
following developments: 1. The change 
in nature, scope and depth of medical 
research; 2. The current trend of re- 
search to studies of population groups 
and other areas in the health department 
domain; 3. The consequent opportunity 
and challenge for state and local health 
departments to play a role in medical re- 
search programs. 


Community 
responsibility 

for mental health* 
John D. Porterfield, M.D.+ 


The other night, as bedtime literature, 
I resumed reading in the Evans’ Diction- 
ary of Contemporary American Usage 
and ran across this bit of historiography 
stimulated by the words “incubus” and 
“succubus.” 

“In former times,” they write, “when 
demonology was a more exact science, an 
incubus was a male demon which haunted 
the sleep of women and was responsible 
for their bearing witches, demons, and 
deformed children. The innocent maiden, 
however, plagued by his advances could 
protect herself with St. Johnswort and 
vervain and dill. The succubus was the 
female counterpart. The offspring of the 
union of a man and a succubus was de- 
monic, but the proper prayers, spells, or 
charms recited by the man upon awaken- 
ing would prevent its conception. These 
distinctions no longer hold in standard 
usage, but the learned preserve them and 
delight in them.” 

After twinkling briefly over the sly dig 


“Reprinted from Public Health Reports, 
April 1959. 

+Dr. Porterfield is Deputy Surgeon General 
of the Public Health Service. This paper is 
based on a talk before the 27th General Assem- 
bly, Council of Jewish Federations and Wel- 
fare Funds, at the Shoreham Hotel, Washing- 
ton, D.C., November 14, 1958. 


Journay A.O.A. 


| 

| =| 


TRIAMINIC provides around- 
the-clock freedom from hay 
fever and other allergic respir- 
atory symptoms with just one 
tablet q. 6-8 h. because of the 
special timed-release design. 


Each TriaAMinic timed-release tablet provides: 
50 mg. 


Phenylpropanolamine HCl 


*- Also available: TRIAMINIC syRUP for those 


Pheniramine maleate 


25 mg. for prompt and prolonged relief. 


Pyrilamine maleate 


running noses &., & and open stuffed noses orally 


SMITH-DORSEY « a division of The Wander Company + Lincoln, Nebraska ¢ Peterborough, Canada 
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25 mg. 


when pollen allergens 
attack the nose... 


Triaminic provides effective therapy in 
respiratory allergies because it combines 
two antihistamines”? with a decongestant. 


These antihistamines block the effect of histamine on the 
nasal and paranasal capillaries, preventing dilation and 
exudation.’ This is not enough; by the time the physician 
is called on to provide relief, histamine damage is usually 
present and should be counteracted. 


The decongestive action of orally effective phenylpro- 
panolamine helps contract the engorged capillaries,‘ 
reducing congestion and bringing prompt relief from 
nasal stuffiness, rhinorrhea, sneezing and sinusitis.® 


TRIAMINIC is orally administered, systemically distributed 
and reaches all respiratory membranes; it therefore avoids 
nose drop addiction and is not likely to cause rebound 
congestion.®7 TRIAMINIC can be prescribed for prompt 
relief in summer allergies, including hay fever. 
References: 1. Sheldon, J. M.: Postgrad. Med. 14:465 (Dec.) 1953. 2. Hubbard, T. F. 
and Berger, A. J.: Annals Allergy p. 350 (May-June) 1950. 3. Kline, B. S.: J. Allergy 
19:19 (Jan.) 1948. 4. Goodman, L. S. and Gilman, A.: Pharmacol. Basis Ther., Macmil- 
lan, New York, 1956, p. 532. 5. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 


1958. 6. Lhotka, F. M.: Illinois M.J. 112:259 (Dec.) 1957. 7. Farmer, D. F.: Clin. 
Med. 5:1183 (Sept.) 1958. 


patients of all ages who prefer a liquid 
medication. Each 5 ml. teaspoonful is 
equivalent to 4 Triaminic Tablet or 
Triaminic Juvelet. TRIAMINIC JUVELETS 
provide half the dosage of the Triaminic 
Tablet with the same timed-release action 
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The MS-300 Stimulator has been approved 
by the F.C.C. for use in conjunction with 
the UT 400 Ultrasound unit. 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 

Branch Offices: New York * Chicago * Atlanta * Los Angeles 
Declers in all principal cities 


BURDICK’S 


UT-4200 
MS-300 


COMBINATION 


Simultaneous use of the Burdick 
UT-400 Ultrasound unit and the new 
MS-300 Muscle Stimulator offers a 
new dimension in ultrasonic therapy 
— combining the massage action 
of electrical stimulation with the 
established physiological effects of 
ultrasound. 


For complete information on the use 
of the UT-400 and MS-300—individ- 
ually, or as a combination — please 
contact your local Burdick repre- 
sentative or write us directly. 


at the learned class to which the Evanses 
inescapably belong, I made a mental note 
to inquire on the following day whether 
St. Johnswort, vervain, or dill had any 
medical properties either separately or in 
combination, and gave a less specific in- 
struction to my subconscious to check on 
modern analogues of spells and charms. 

I would consider with you for a few 
moments this question of spells and 
charms and the modern counterparts in 
what we now call mental health. 

It should be understood that I am not 
a psychiatrist. My professional career has 
been devoted almost exclusively to public 
health administration. In my view this 
general term includes everything related 
to the establishment of communitywide 
health programs, of which, of course, 
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mental health is an important component. 
In my pursuit of*this specialty I have 
had a number of occasions to observe 
closely all of the aspects of programs for 
the detection, diagnosis, treatment, and 
prevention of mental illness and for the 
promotion of good mental health. Fortu- 
nately, I have been one of that growing 
number of people who have assailed the 
problem of integration of mental health 
and community health from both sides. 

In the course of accumulating this ex- 
perience I have developed some strong 
feelings and a few firm opinions about 
this matter of community mental health. 
From the vantage point of this experi- 
ence I would like to consider a serious 
problem which is ours as citizens of the 
modern American community. 


THE MEANING OF MENTAL HEALTH 

To discuss all of the bands in the 
spectrum of mental health would take 
too long. To be sure, the term “mental 
health” needs some definition. 

We paradoxically include under this 
heading all the varied and difficult prob- 
lems posed by mental illnesses and emo- 
tional disorders. We go quickly, some- 
times too quickly, beyond this to a host 
of other problems perhaps because of the 
magnitude of the problems and the diffi- 
culties involved in attempting to develop 
measures to deal with them. 

Beyond the frank psychoses and the 
psychoneuroses is a whole field of per- 
sonality disorders which manifest them- 
selves in problem behavior, such as drug 
addiction, chronic alcoholism, delinquency, 
and psychosomatic illness. Mental re- 
tardation and its effects on family and 
community are also the concern of men- 
tal health. Over and above these, how- 
ever, is a broad range of problems which 
have become rather loosely incorporated 
under the term of “mental health.” 

This range encompasses an almost be- 
wildering array of failures in living. Ex- 
amples can be drawn from practically 
every area of human activity and from 
every one of the “ages and stages” of 
man’s growth and development. I need 
not spell them out. The problems of 
marital adjustment and divorce, or par- 
ent-child frictions and maladjustment to 
school, of absenteeism and failure in 
work, of the older person seeking a satis- 
factory way of life, the generalized un- 
happiness of individuals and families, the 
failures of people to cope with the world 
—whether because they are too weak or 
the stress of circumstances too great— 
all of these and more are the daily prob- 
lems of health and social agencies. 

Increasing emphasis on prevention has 
further broadened the field of mental 
health. Many agencies have become con- 
cerned with what is termed building 
“positive mental health.” This is an area 
of much complexity and more than a 
little ambiguity. 

Some attempt at definition was made 
by Dr. Marie Jahoda in a monograph, 
Current Concepts of Positive Mental 
Health, the first in a series of publica- 
tions by the Joint Commission on Mental 
Illness and Health, authorized by the 
Congress to conduct a survey of the na- 
tional mental health problem. Dr. Jahoda 
starts with the assumption that absence 
of illness and presence of health overlap, 
but do not necessarily coincide. She 
analyzes the psychological content of the 
various criteria that have been suggested 
as indicators of positive mental health. 
Included are attitudes of the individual 
toward his own self, his sense of identity, 
the style and degree of his growth and 
development, the ways in which he uses 
his psychological resources, his autonomy, 
his perception of reality, and control of 
his environment. 

All of these concepts, together with the 
question of how social adjustment can 
be made to coincide with individual in- 
dependence and integrity, are familiar. 
These are the factors which all of us 
consider in planning a coordinated com- 
munity approach to social needs. 
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In the Treatment of Rheumatic Disorders 
Greater stability of maintenance dosage 
minimizes risks of hormonal imbalance 


In Sterazolidin, the anti-inflammatory actions of prednisone and Butazolidin* 
are combined to permit lower effective dosage of each. Clinical experience 
has indicated that patients can be well maintained on this combination over 
prolonged periods with relatively low, stable dosage levels of each component, 
thus minimizing the problems arising from excessively high doses of corti- 
costeroids. Other side effects have also been gratifyingly few. Antacid and 
spasmolytic components are contained in Sterazolidin capsules for the benefit 
of patients with gastric sensitivity. . 


Sterazolidin®: Each capsule contains prednisone 1.25 mg.; phenylbutazone 
50 mg.; dried aluminum hydroxide gel 100 mg.; magnesium trisilicate 150 mg.; 
homatropine methylbromide 1.25 mg. 


Detailed information available on request. 
*Gelgy’s trademark for phenylbutazone—Reg. U. S. Pat. Off. 
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Methocarbamol Robins 


U.S. Pat. No. 2770649 


Summary of six published clinical studies: 
ROBAXIN BENEFICIAL IN 92.4% OF 
SKELETAL MUSCLE SPASM CASES 


Fiber of skeletal muscle in spasm 


PATIENTS RESPONSE 
“marked” none 
33 26 
“pronounced” 

58 37 20 ~- 1 
38 6 7 
“excellent” : 

17 14 2 1 0 
ificant” — 4 

30 - 2 1 
60 
236 184 34 4 4 
(78.0%) (14.4%) : 


Fiber of skeletal muscle ;elaxed (photomicrographs) 


TABLETS 


Highly potent—and long acting."** 


e Relatively free of adverse 
side effects.”**** 


e In ordinary dosage, does not reduce 
muscle strength or reflex activity.’ 


REFERENCES: 1. Carpenter, E. B.: Southern M. J.51:627, 
1958. 2. Forsyth, H. F.: J.A.M.A. 167:163, 1958. 3. Lewis, 
W. B.: California Med. 90:26, 1959. 4. O’Doherty, D. S., 
and Shields, C. D.: J.A.M.A. 167:160, 1958. 5. Park, H. W.: 
J.A.M.A. 167:168, 1958. 6. Plumb, C. S.: Journal-Lancet 
78:531, 1958. 
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help overweight patients 
| eat to live, 
not live to eat 


a supervision by the a balanced supportive 


and the 60-10-70 Basic Plan 
provide an effective weight control regimen 


Frequently a patient loses weight while on a spe- Each capsule or tablet provides: 

cial diet, then soon gains it back again. Obedrin Semoxydrine® HC1 (methamphetamine HCl), 5 mg., for 
is a valuable aid to this type of patient. It curbs ite end 
unhealthy food craving while the patient estab- Pentobarbital, 20 mg., to guard against excitation 

Thiamine Mononitrate, 0.5 mg., Riboflavin, 1 mg. and 
lishes correct eating habits. Thus he becomes able Nicotinic Acid (Niacin), 5 mg., to supplement the diet 


to maintain optimum weight. Ascorbic Acid, 100 mg., to help mobilize tissue fluids 
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lunch dinner evening 
snack 


The Obedrin formula permits a flexible 
dosage schedule which depresses the appetite 
when it is most important to do so—at peak 


hunger periods. The physician can 
adjust the dosage to fit each patient’s need. 


and the 60-10-70 Basic Pian 
advantages of Obedrin 


A dependable anorexigenic agent 
A flexible dosage form 
Minimal central nervous stimulation 

Used with the 60-10-70 
Vitamins to supplement the diet Write for 60-10-70 Basic Plan, Obedrin offers 


: : menus, weight charts, an ideal weight-control regi- 
No hazards of impaction and samples of Obedrin. men for the overweight patient. 
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no asthma symptoms. Tedral dependably protects chronic 
asthma patients against constriction, congestion and apprehension. Available 
in five convenient dosage forms, Tedral is the ideal antiasthmatic for continuous 
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Before application of White’s Vitamin A & D After application of White’s Vitamin A & D 
Ointment—Typical diaper rash with excoriation Ointment at every diaper change—Diaper rash 
of skin. has completely disappeared within one week. 


are epplication of White’s Vitamin A &D After daily treatment with White’s Vitamin A 
Treat resistant varicose ulcer in & D Ointment—Completely healed ulcer pho- 
rr obese patient. tographed five weeks after the start of treat- 


ment with White’s Vitamin A & D Ointment. 


Before applications of White's Vitamin A & D After daily treatment with White’ s Vitamin A 


Ointment — Severe pressure sore in area over & D Ointment—The sore is now filled with 
greater tuberosity of femur. granulation tissue and shows signs of re- 


epithelization at margins. 
Supplied in 1/2 and 4 oz. tubes; 1 Ib. jars and 5 Ib. containers. 


WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 
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THE NEW LOOK IN CARE 


As a physician and an administrator, 
however, I tend to proceed on the basis 
of practicality. My operational principle 
is that the promotion of health is tied to 
those preventive measures which reduce 
the likelihood of disease. As practical 
workers in community welfare services, 
we are vitally concerned with the pre- 
vention of mental illnesses and allied dis- 
orders. Before discussing the help we 
need from the community, let us look 
briefly at the problems we face and the 
gains recently made. 

We are all acutely aware of the men- 
tal institutional problem in this country. 
Despite the fact that the population of 
mental hospitals has begun to decline 
slightly within the past year or two, some 
three-quarters of a million people are 
still confined to institutions. It has not 
been long since the certification of an in- 
dividual for and his admission to one 
of these public institutions characteristic- 
ally marked his permanent departure 
from the family and the community. The 
walls around these institutions were high, 
and the people inside, staff as well as 
patients, had practically no communica- 
tion with the world outside. 

Three things have happened to these 
institutions in recent years. 

First, a much more dynamic program 
of treatment has been initiated in most of 
them. Such new therapies as the tran- 
quilizer drugs, which have curbed symp- 
toms and made patients more amenable 
to other types of definitive treatment, 
have given impetus to this program. 

Second, various forces have helped to 
tumble down the walls, so that the insti- 
tutions have become a much more active 
part of their communities. 

Third, the communities themselves have 
begun to grope toward efforts at prevent- 
ing or at least retarding the hospitaliza- 
tion of those people who show signs 
either of aberrant behavior or thinking. 

There are other promising develop- 
ments in mental hospitalization. We are 
learning that huge institutions, over- 
crowded and understaffed as they are, 
tend to defeat the purpose for which they 
were established. Leaders in the field of 
psychiatry have suggested that mental 
hospitals hold from 200 to 500 patients 
only. But this requires many more trained 
professional workers, as well as new 
buildings. 

The relatively new idea, in this country 
at least, of the “open” hospital, in which 
patients are helped to use their own re- 
sources for independent and responsible 
activity, requires more than merely throw- 
ing away the keys to the doors. Custodial 
care is relatively simple. In an open hos- 
pital, trained people are needed to plan 
and conduct active treatment. We need 
more personnel, too, to staff the “day” 
hospitals, where patients who live at home 
can get treatment during the day, and the 
“night” hospitals, where patients who 
hold full-time jobs return for treatment 
at night. For these groups, as well as for 
recently discharged patients, there should 
be more halfway houses, sheltered work- 
shops, convalescent homes, foster home 
care, and help with legal and personal 
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“Doctors can’t help shingles?” 


Physicians who have used PROTAMIDE extensively deplore such 
statements as unfortunate when they appear in the lay press. They 
have repeatedly observed in their practice quick relief of pain, 
even in severe cases, shortened duration of lesions, and 


Available: Boxes of 10 
— prescription pharmacies, 


greatly lowered incidence of postherpetic neuralgia when 
PROTAMIDE was started promptly. A folio of reprints is 
available. These papers report on zoster in the elderly— 
the severely painful cases—patients with extensive 
lesions. PROTAMIDE users know “shingles” can be helped. 


PROTAMIDE* 


Detroit 11, Michigan 


problems. Perhaps more than anything 
else, a sympathetic community is needed 
—a community that will accept the for- 
mer patient as relative, friend, neighbor, 
and fellow employee, without prejudice 
or discrimination. 

But what of the problem of mental ill- 
ness outside the hospital? Surveys have 
estimated that about 6 percent of the 
population, or close to 10 million people, 
are seriously enough disturbed to need 
treatment. The percentage appears to be 
even higher in overcrowded, economically 
depressed areas in some of our larger 
cities. It has also been estimated that 50 
percent of the patients seen by general 
practitioners for physical complaints are 
suffering from some form of mental dis- 
order, and that their complaints are at 
least partially psychogenic. 


The magnitude of the problem of mal- 
adjustment in children, as evidenced in 
school problems and in a demand for out- 
patient clinic services that far exceeds 
the supply, is well known today. So is 
the extent of juvenile delinquency and di- 
vorce and broken homes. In addition, 
some 3 percent of the population, or close 
to 5 million individuals, are mentally re- 
tarded. 

In the face of this almost overwhelm- 
ing array of problems, we find ourselves 
singularly handicapped in terms of re- 
sources. For one thing, we are des- 
perately short of trained, professional 
personnel in mental health. Surveys in 
different parts of the country have shown 
that we need 3 to 5 times as many psy- 
chiatrists and psychiatric social workers 
as -we now have, 4 to 7 times as many 
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psychologists, and 5 to 7 times as many 
psychiatric nurses. 

The number of outpatient psychiatric 
clinics has increased considerably during 
the past few years. But the total number, 
about 1,200, only half of which operate 
on a full-time basis, is far short of the 
need. Only a handful of residences are 
currently available for inpatient treatment 
of psychotic children. The result is that 
these children either lack treatment or 
are thrown together with adult mental 
patients. 


SEARCH AND RESEARCH 


Fortunately, we are beginning to see 
some progress. I have already mentioned 
some of the recent gains in care and 
treatment. A great deal has also been 
done to help meet the need for trained 
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personnel. During the past decade, a con- 
siderable number of psychiatrists, clinical 
psychologists, psychiatric nurses, and psy- 
chiatric social workers have been trained 
with funds made available under the Na- 
tional Mental Health Act. The Public 
Health Service’s National Institute of 
Mental Health also provides funds to in- 
clude psychiatric training in the curricu- 
lums of medical schools and collegiate 
schools of nursing. Research fellowships 
and other grants have helped to train 
some of the people needed to do research 
in mental health. 

Research into the cause, treatment, and 
prevention of mental diseases is a long, 
complicated, and expensive undertaking. 
Here, too, the Federal Government pro- 
vides support and stimulus. Investigators 
in research centers throughout the coun- 


try are conducting a wide range of bio- 
logical, psychological, and sociologic 
studies with Federal aid. In_ addition, 
NIMH conducts mental health research 
in its own laboratories and clinical fa- 
cilities. 

Out of this work, new knowledge is 
emerging about the structure and func- 
tioning of the brain and central nervous 
system, about techniques for treating the 
mentally ill, and about preventive meas- 
ures. Special emphasis is being given to 
such key problems as schizophrenia, al- 
coholism, mental retardation, and the use 
of psychopharmacologic agents in treat- 
ing mental disorders. In a relatively new 
program, the Public Health Service 
makes funds available for demonstrations 
in new methods of treating and caring 
for the mentally ill. 

The growth of community mental 
health facilities represents another great 
area of progress. Partly as the result of 
Federal and State encouragement, com- 
munities have begun new programs and 
services. Voluntary agencies and welfare 
groups, at all levels, have contributed 
substantially to this new look at mental 
health services. 

But the task ahead is ‘still a staggering 
one. Our basic knowledge is far from 
complete. We are not able to apply even 
the limited knowledge we do have. It is 
not likely that we will have all the psy- 
chiatrists and other professional personnel 
we need for many years to come. It is 
fairly certain that, for a long time at 
any rate, we will have to “make do” with 
facilities that are inadequate, in terms of 
both quality and quantity. All of these 
areas point up the extent to which the 
entire community must be involved. 


PREVENTIVE POSSIBILITIES 

Asa nonpsychiatrist I am afraid I 
must confess to you that I am rather 
skeptical about much of what the psy- 
chiatrists hold out as effective psycho- 
therapy or as effective prevention. I have 
unfortunately seen too many instances 
of exclusive and complete dependence on 
these resources and too many failures as 
a result. It is my own private opinion 
that the ultimate solution of the problems 
of mental illness lie more within the 
realm of biochemistry and psychopharma- 
cology. At least in therapy I consider the 
analyses, the psychotherapeutic interviews, 
and all the other current techniques to be 
partially effective, much in the same way 
that a crutch or a cane is helpful to a 
person with a fractured leg bone and not 
much more likely to produce a permanent 
and successful cure. 

As to prevention, I must admit I am 
not quite so strongly biased. I can ac- 
cept the analogy which describes individ- 
uals as having varying amounts of in- 
sulation or protection surrounding the 
development of. their “normal” thought 
processes and their “nerves.” It is quite 
possible that this insulation can _ be 
strengthened by the provision of a whole- 
some mental milieu or environment for 
the individual, by the removal from the 
environment of those toxic factors which 
would eat away the insulation. Hence, 
just as a cane or a crutch is useful in 
preventing a broken leg when one is not 
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quite as steady on his feet as most people 
or when one is forced to tread a pre- 
carious and slippery path, so improvement 
of the mental environment may be of sig- 
nificant benefit to the borderline individ- 
ual or others faced by hazards. 

The path can be smoothed, straight- 
ened, and made passable. This is the job 
of the community and its various agen- 
cies. If you were to draw a circle around 
the area which contains most of the fac- 
tors affecting an individual’s mental 
health, you would probably draw the cir- 
cle around his community, recognizing, 
of course, that there are certain regional 
and national forces at work too. The 
community is the basic element in the 
mental health effort and even State and 
national agencies work best when they 
work closely with community mental 
health groups. 

In only a few communities, however, 
are attempts being made to do a coordi- 
nated job in spite of the fact that lack 
of coordination means wasted time and 
effort. Bradley Buell and his associates 
a few years ago found that 6 percent of 
the families in a midwestern city were 
utilizing more than 40 percent of the 
community’s social and health services of 
all types. For years Buell and his asso- 
ciates have been arguing for a unified ef- 
fort by community health and social 
agencies. They suggest that only one 
agency assume primary responsibility for 
each family which presents multiple prob- 
lems, and that this agency then coordinate 
the services of other agencies in a well- 
planned rehabilitation effort. To my 
knowledge this approach has not yet been 
fully tried anywhere. 

Coordinated, long-range programs are 
essential if we are ever to control mental 
illness in the same way that we now con- 
trol tuberculosis and other diseases. Such 
programs become more crucial when we 
consider the effects of improved methods 
of treatment and the increased emphasis 
on returning partially recovered patients 
to the community. For example, many 
patients may be able to return to the 
community in the first year or two after 
hospitalization, and many may be treated 
on an outpatient basis without ever being 
hospitalized. This depends, however, on 
the development of community resources, 
which are for the most part latent or 
nonexistent. As we in public health view 
it, the mental hospital is one of a whole 
complex of community agencies available 
to deal with mental and emotional disor- 
ders. It can provide professional assist- 
ance to other agencies, but needs their 
assistance to carry out its own mission 
successfully. The new trends make the 
community a key factor in the manage- 
ment of mental illness and should dra- 
matically sharpen community awareness 
of the need for effective preventive work. 

What then is the community like? How 
is it organized and how does it function? 

The basic unit, in relation to our prob- 
lem, is the family. Over and over again 
it is said that mental health efforts need 
to be directed to the family—its interper- 
sonal relations, its child-rearing practices, 
its external attitudes. Families can be 
reached in a number of ways. We know, 
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for example, that such communication 
media as newspapers, magazines, radio, 
and television reach many families at the 
same time. We also know that families 
coalesce in neighborhood groupings and 
in various groups around the school, the 
church, health agencies, and social and 
work interests. We know that families 
need help in child rearing, and that key 
agencies like the school, church and 
synagogue, Scouts, and Y’s give this help. 
Our knowledge of how communities 
build or retard sound mental health is 
still inadequate. But we have enough in- 
formation to warrant trying out various 
preventive techniques. And it seems rea- 
sonable to presume that children, and 
families in relation to children, would be 
the most productive starting point in any 
long-range mental health program. 


Almost all children go through the 
school system, where there is ample op- 
portunity to observe and influence their 
behavior. If the school is well staffed 
and equipped, its influence can be in the 
direction of better mental health. Most 
schools examine the child’s health and 
confer with parents regarding illness or 
behavior problems. Some school systems 
employ psychologists, social workers, and 
other trained personnel to help in dealing 
with emotional problems that can best be 
handled within the school setting. Any- 
one who has worked in schools and in 
parent-teacher groups has felt the great 
striving toward mental health which par- 
ents have for their children and for 
themselves. The school is a powerful 
focus for mental health efforts. 

There are other counseling and guid- 
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ance services, including the courts and 
welfare agencies, which should be viewed 
as resources for mental health work. 
Even more important, perhaps, for basic 
preventive efforts are churches and syna- 
gogues, places of work, and social and 
neighborhood groups. 


OPINION LEADERS AND CARETAKERS 


In all communities there are two over- 
lapping groups of people, called by some 
the “opinion leaders” and the “caretak- 
ers,” who can contribute much to mental 
health efforts. The opinion leaders are 
those whose influence molds the opinions 
and behavior of a great many people. 
Political, religious, business, and profes- 
sional leaders are in this category. 


The caretakers are the people who are 
called on in time of psychological stress, 
such as bereavement, illness, and changes 
in job or social role. These situations 
can be quite critical for people who may 
need help to function normally. Caretak- 
ers who can administer such psychologi- 
cal “first aid” are, among others, physi- 
cians, clergymen, police, social workers, 
nurses, and teachers. 

If it were possible to provide some 
kind of mental health training for the 
opinion leaders and the caretakers, these 
key people might be able to do a more 
effective job. Ultimately they might cre- 
ate a kind of therapeutic environment in 
the community and spread a “contagion 
of health.” In the long run, such en- 
vironments would tend to reduce the in- 
cidence of mental illness and permit the 
management and treatment of the less 
seriously ill right in the community. 


Incidentally, we also need to locate the 
foci of infection in the community—indi- 
viduals in places of influence who exer- 
cise a detrimental effect on the mental 
health of others. Unfortunately, these 
people also tend to be caretakers and 
opinion leaders. 

Obviously, more work is needed to 
identify the key people in the community 
and to discover the type of training that 
is best suited for them. This approach, 
however, is worth pursuing. For one 
thing, we do not now have nor are we 
likely to have in the future enough pro- 
fessional mental health workers to do the 
preventive job that is needed. On the 
other hand, most communities contain a 
great reservoir of healthy, well-motivated 
people who are potential resources of 
preventive measures. These are the peo- 
ple who keep the wheels turning in the 
community and keep our complex social 
system working smoothly. They need to 
be alerted to spot incipient problems, to 
help prevent these problems if possible, 
and to handle deviant behavior in a con- 
structive way. 

We also need to deepen our under- 
standing of the social significance of 
deviance. In a period of rapid change, 
certain kinds of non-conforming behavior 
are desirable. If everyone behaved ac- 
cording to expectations, we would very 
shortly stagnate. Community leaders and 
caretakers need to know how to deal ef- 
fectively with the constructive deviant, 
with the gifted child or adult who can 
enrich our life, different though his be- 


havior may be. Sometimes it is difficult 
to distinguish between such a person and 
someone whose behavior is likely to lead 
him in a vicious circle toward mental ill- 
ness. The healthy community will give 
understanding and help to both types of 
deviants if it is to avoid becoming over- 
burdened with an increasing number of 
frustrated, sick individuals. 


THE CULTURAL CLIMATE 


Finally, the size of the problem re- 
quires a great deal of self-help, that is, 
public education and guidance in sound 
mental health principles. Casefinding pro- 
grams aimed at highlighting the individ- 
uals with specific emotional difficulties 
depend upon the dissemination of mental 
health information and education for the 
community at large. Then, community 
mental hygiene clinics could serve as the 
focal points for anticipating and adjust- 
ing conflicts which may arise in normal 
relationships in the home, the school, and 
the workplace. 

If the emphasis is on prevention, we 
can be spared from a situation such as 
one in Ohio, where, as part of its pro- 
gram, the State helped support the estab- 
lishment of community mental hygiene 
clinics. Far too often, in my opinion, the 
clinics, organized around a psychiatrist- 
director, viewed their primary function as 
diagnosis and therapy of mental illness on 
an outpatient basis. Within a matter of 
weeks, the directors were swamped with 
patients and could not accept new re- 
ferrals. What is more important, they 
could reserve very little time for the 
more important job of providing psy- 
chiatric consultation to courts, welfare 
agencies, schools, and other agencies 
which deal with people and could use 
this kind of guidance in preventive and 
health promotional activities. 

What we needed in Ohio—and what we 
need now throughout the country—are 
more mental health centers which are de- 
voted exclusively to the work of preven- 
tion. Such centers are part of the com- 
munity’s total resources for better mental 
health, resources which include a great 
many agencies and groups. These re- 
sources need to be known, assessed, and 
used in a coordinated community under- 
taking. 

I cite once again an experience in Ohio, 
this one in Franklin County. About a 
year ago the Franklin County Mental 
Health Association enlisted all the major 
elements of the community in a survey 
on the availability of community re- 
sources for mental health. One of the 
main findings of their survey report was 
that “good community mental hygiene is 
not the responsibility of specific mental 
health services alone, but is also a re- 
sponsibility shared in part by all and es- 
pecially by all agencies and individuals 
who work with people and provide serv- 
ices for people.” 

This, then, is our modern answer to 
spells and charms. It will take deter- 
mination and hard work to exorcise the 
demons, even of our own day. But the 
job can be done and must be done if we 
are to create a healthier world for our- 
selves and the generations to follow. 
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Considering 
the aged* 


A. L. Chapman, M.D.+¢ 


Many institutions and many programs 
are feeling the pinch of greater and 
greater demands on their facilities by 
older people. At the Peter Bent Brigham 
Hospital in Boston, for example, 7 per- 
cent of the patients during 1913-18 were 
61 years of age or older as compared 
with 20 percent for the 1938-43 period. 
At present, the ratio is well above 20 per- 
cent and may approach 30 percent. Un- 
published records from the Massachusetts 
General Hospital in Boston, ;as another 
example, show that the average age for 
all medical admissions, excluding pedi- 
atrics, rose from 35 years in 1912 to 60 
years in 1949, 

In the visiting nurse programs, too, the 
caseload has become increasingly weight- 
ed with older and chronically ill persons. 
Some estimate that approximately 50 per- 
cent of the visiting nurses’ time is spent 
with these patients. 

In a rehabilitation clinic for the crip- 
pled and handicapped, my final example, 
the ratio of approximately 5 children to 
1 adult a few years ago is now nearly 
reversed. 

It is not surprising, therefore, that any- 
one engaged in public health work or 
private medical care finds himself a. prac- 
ticing gerontologist. The public health 
practitioner, more than ever, must be 
prepared and willing to accept the new 
responsibilities imposed on him by an 
aging population and to find new ways 
of working with other professions con- 
cerned with the same problem. 

The seeds of chronic illness are planted 
early in life, perhaps before birth, ne- 
cessitating a continuum services 
throughout life, from infancy on, and 
not abruptly at the onset of old age, 
when chronic illness is most prevalent. 
The multiplicity of services and organ- 
ized community efforts required by pa- 
tients with chronic illness makes the 
health of older people everybody’s busi- 
ness. To provide effective community re- 
sponse to the increased importance of 
socioeconomic factors, the resources of 
many agencies and people .need to be 
pooled. Of course, the demands of the 
chronically ill and aged are in competi- 
tion with other insistent matters such as 


radiological health, air pollution , control, 


accident prevention, and the traditional 
concerns of the community. Thus, con- 
sideration of the older person’s needs 
must be balanced with the needs of all 
members of the community, regardless of 
age or status. 


*Reprinted from Public Health Reports, 
April 1959. 

+Dr. Chapman, an Assistant Surgeon Gen- 
eral, is chief of the Division of Special Health 
Services, Public Health Service. This article 
is based on a lecture given at the Summer In- 
stitute in Social Gerontology, held at the Uni- 
versity of Connecticut in Storrs, August 28, 
1958. 
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CONTROL OF CHRONIC DISEASE 


Many public health officials prefer the 
term “control” to “prevention” when 
speaking of chronic disease, primarily 
because of the broader implications of 
control. Control of chronic disease has 
been described as the maximum appli- 
cation of existing knowledge and re- 
sources to reduce the impact of chronic 
disease on the individual, his family, and 
society. 

This concept may be considered in the 
light of five levels of control proposed 
by Dr. Hugh R. Leavell and Dr. E. Gur- 
ney Clark: health promotion, specific 
protection (primary prevention), early 
recognition and prompt treatment (sec- 
ondary prevention), limiting the extent 
of disability, and rehabilitation. 

Obviously, a community program meet- 
ing all these needs is an idealistic goal, 
but a synthesis of services at each level 
would produce a comprehensive program. 
As the center core of health and medical 
services for the older person develops, 
other agencies and personnel will be 
found contiguous to the core and influ- 
encing the, health of the individual. Basic 
planning for health must include, there- 
fore, cooperative action in housing, em- 
ployment, recreation, and education. 

What are the activities which might 
be performed on each of the five levels 
of chronic disease control? 

Health promotion—Health promotion 
encompasses all educational activities 
which teach people how to maintain and 
improve their health. For the health 
agency, this means providing informa- 
tion on diet, rest, recreation, sound per- 
sonal habits, and the availability of 
community resources in times of health 
and illness. 

In promoting health, of greatest im- 
portance is the need to eliminate preju- 
dices that are all too prevalent among the 
families of older people, professional 
groups, and among older people them- 
selves. 

Specific protection—Primary prevention 
is more commonly practiced in commu- 
nicable disease, the occurrence of which 
may be averted through immunization or 
isolation, than in chronic disease, knowl- 
edge about which is insufficient to permit 
specific protection except in certain in- 
stances. Among these instances, one may 
point out the possibility of industry’s pre- 
venting occupational cancer through the 
removal of carcinogenic substances in the 
environment and the possibility of pre- 
venting accidents, particularly in the older 
age group and in the home, by a variety 
of measures. If the relationship is firmly 
established between smoking and lung 
cancer and between fats and cholesterol 
in the etiology of atherosclerosis, then 
specific protection may be equally ap- 
plicable here. 

Secondary prevention—Of utmost im- 
portance at present for the control of 
chronic disease is the detection of a dis- 
ease in an early stage.and prompt treat- 
ment to check its progress and to retard 
any ensuing disability. 

Widespread secondary prevention of 
chronic disease has been witnessed in the 
past few years. Single and multiple 
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mass screening programs and _ periodic 
health appraisals in the offices of physi- 
cians, in hospitals, and industrial 
clinics have given promise of providing 
an important wedge in the control of 
chronic disease. 

Based on the concept of the well child 
conference, which places children under 
medical supervision while they are still 
well, a new development in geriatrics is 
taking hold. This is the well oldsters. con- 
ference to which apparently well older 
people may come for counseling, guid- 
ance, health appraisal, and referral to 
medical care services when necessary. 

Limiting disability—When a disease is 
clinically advanced or is incurable, other 
measures must be taken. The services 
for the aged or chronically ill which 
attempt to limit the extent of disability 


cover a broad spectrum of medical and 
nursing care. To meet the ideal of com- 
prehensive care, the patient would be 
cared for in his home, in outpatient clin- 
ics, physicians’ offices, general and special 
hospitals, nursing homes, and homes for 
the aged, 

Rehabilitation—Services to restore an 
individual’s physical, mental, social, and 
vocational state as completely as possible 
may be found, in such diverse places as 
a nursing home, hospital, or large metro- 
politan rehabilitation center. Many kinds 
of services are offered, such as physical 
and occupational therapy, medical and 
nursing care, and, the adjuncts of voca- 
tional guidance and counseling, social 
service, and sheltered or homebound 
work opportunities. Thus, at the level 
of rehabilitation, perhaps more than at 
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any of the other four levels, the active 
participation of a multidiscipline team is 
essential to effective operation. 


DETERRENTS TO PROGRAMING 


For the most part, the deterrents to a 
community health program for the chroni- 
cally ill and aged are socioeconomic, and 
may appear among any of the following, 
which are of concern to public health 
workers: (a) the personality of the older 
person, (b) his social and cultural. back- 
ground, (c) his economic status and 
ability to pay for services, (d) the atti- 
tude and orientation of the community, 
its leaders, and, professional groups, and 
(e) the availability of community re- 
sources and services. 

As people age, they become less and 
less like other people of the same age. 
They become individualists, and treating 
them as a homogeneous group becomes 
more and more difficult. Any health pro- 
gram that depends on a,mass approach 
must take account of this fact. Older 
people have participated only to a limited 
extent in community X-ray surveys, mul- 
tiple screening clinics, and,mass immuni- 
zation programs for poliomyelitis. Even 
when specialized geriatric programs have 
been established in hospital outpatient 
departments, the response has not been 
enthusiastic. It is as if the older person 
views these events as further attempts to 
isolate him, and the belief outweighs the 
advantages he sees in preferred therapy. 


Social isolation of many aging people 
is a factor closely related to their failure 
to participate in community programs. 
The loss of job, spouse, family, and 
friends, and the gradual restriction of 
social activities may very well mean in- 
frequent and brief contact with those 
who remain. 

Education aimed at social or cultural 
groups in schools, industry, service or- 
ganizations, or elsewhere will not reach 
many of these people. In fact, the edu- 
cational media of radio, television, news- 
papers, and other printed materials may 
also, fail in their goals because of this 
isolation. How can health services and 
programs be “sold” to the individual 
whose main contact with the outside 
world is a monthly check from the Social 
Security Administration, an infrequent 
visit from a welfare worker, or an occa- 
sional, superficial exchange of conver- 
sation with local trades people? 

Chronic illness and its restrictions upon 
activity add to social attrition and accen- 
tuate, furthermore, the defeatist attitude 
of the older person and of society as a 
whole. The attitude of “why bother” 
when one is old, sick, and alone can lead 
to a failure of, or lack of interest in, re- 
habilitation activities for older people. 
Since the goals of rehabilitation for this 
group are, for the most part, no more 
than self-care or activities of daily life, 
not full employment, the professional 
worker and older person may become 


disinterested and apathetic. Rehabilitation 
is hard work and the measurement of 
clear-cut results is often difficult. 

Of importance, too, is the attitude of 
aging people toward preventive medicine. 
They have been reluctant to participate, 
as mentioned before, in many different 
kinds of preventive programs. Surely, 
their attitude is more than simply not 
wanting to bother; the feeling may spring 
from deep rooted fears of not wanting 
to borrow trouble: “What I don’t know 
won't hurt me.” Then, too, the past and 
present are more important to the older 
person than the future, so that health 
measures taken today for the future pre- 
vention of disease and disability have 
little meaning to him. 

Prepaid health insurance plans for this 
age group may be the best solution, but 
the task of “selling” such plans is an 
additional burden. 


CARE FOR THE OLDER PERSON 


The emphasis on youth and work in 
America undoubtedly has had a bearing 
not only on the pattern with which 
health services have developed but, as 
has been indicated, on the use of these 
services as well. In addition, industriali- 
zation, a mobile population, and the 
dwindling size of families and of living 
accommodations have created a demand 
for new services and programs for older 
people and yet at the same time have 
proved a deterrent to these services. 
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To illustrate the increasing demands 
for specialized services, let us consider 
the phenomenal growth of nursing homes 
in the past decade or so. At present, an 
estimated 300,000 aged persons are being 
cared for in some 25,000 nursing homes 
and related facilities, where, for the 
chronically ill, nursing care is the pre- 
dominant need. The demand for such in- 
stitutional care is still growing, but many 
older people still remain in general and 
special hospitals, particularly mental in- 
stitutions; adequate nursing homes can- 
not be found for them. 

It is obviously a problem with both 
qualitative and quantitative aspects. Quali- 
tative control of nursing homes by licen- 
sure, inspection, and establishing stand- 
ards has become predominantly a public 
health function. A tremendous task re- 
mains to be done to provide an adequate 
number of good nursing homes, well 
equipped and fully staffed with compe- 
tent help. Licensure is not enough. Steps 
must also be taken to recruit and train 
nursing home personnel and to educate 
the community about these needs. 

The solution of the nursing home 
problem will not end the struggle of 
caring for the chronically ill and aged 
person. As a matter of fact, some 80 
percent of the more than 2 million aged 
who were disabled for 3 months or more 
last year were cared for in their own 
homes. For those older persons living 
with spouse or relatives or with ade- 


quate resources for supervision, care in 
the home may not have been too difficult. 
But for the large numbers of older men 
and women living alone in inadequate 
quarters and with no one to assist them, 
home care is impractical however desir- 
able. Organized home care programs are 
finding that these individuals need more 
than the medical and nursing care that 
they get in the home; they need home- 
maker or housekeeping services as well. 

Homemaker services originated as a 
stopgap measure to prevent the dissolu- 
tion of a family by providing a substi- 
tute parent during periods of disaster 
and stress. Like so many other programs, 
it was thus directed primarily toward 
children and their care. 

In the past few years, however, there 
is increased awareness that other per- 
sons, primarily the chronically ill and 
older person, need these services. Some 
homemaker programs are attempting to 
meet these needs, but demand exceeds 
present capacities. 

The goal of caring for the older per- 
son in his own home is obviously not 
easily achieved. The growth of home 
care and homemaker services is an essen- 
tial part of the comprehensive program 
of care, but other means must be sought, 
such as foster home placement or the 
development of new facilities for gradu- 
ated and selective care tailored to the 
immediate needs of each patient. 

The Public Health Service is currently 


studying such a facility at the Manches- 
ter Memorial Hospital in Connecticut, 
which is providing care: (a) for the 
critically ill patient, (b) for those not 
dangerously ill, and (c) for those who 
are ambulatory and capable of self-care. 
An adjoining unit provides long-term 
care, and home care has also begun. 

Another step toward better care of the 
home-bound patient, in this instance the 
stroke victim, has recently been taken by 
the Public Health Service. Many patients 
who have suffered strokes may either 
never be admitted to a hospital for care 
or, if they are, are discharged to a nurs- 
ing home. Because members of the fam- 
ily are ignorant of how to prevent 
deformity and disability, they and pro- 
fessional personnel alike have watched 
helplessly as many victims of stroke have 
become permanently crippled and bed- 
ridden. Early ambulation of the stroke 
victim and active and passive exercises 
are means by which disability may be 
limited, and members of the family may 
aid the patient in these respects, thus 
saving the time of professional workers. 

To aid in the limitation of disability, 
the Chronic Disease Program of the Pub- 
lic Health Service has prepared a book- 
let entitled “Strike Back at Stroke.” 
Based on the family physician’s prescrip- 
tion, it is an illustrated instruction man- 
ual for the stroke victim’s family to 
assist them in his care. 

Thus we find new programs developing 
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as the result of socioeconomic changes, 
programs that are based on the premise 
that the most logical and acceptable place 
for the care of the older person is in his 
own home. In addition to those described 
above, there are other community pro- 
grams such as “Meals on Wheels” (which 
has aptly been called the “Bicycle Built 
for Stew”), which serves hot, nutritious 
meals in the homes of older persons in- 
capable of preparing their own meals. 

Recent studies in urban communities 
have shown that homebound older pa- 
tients would prefer assistance with sim- 
pler tasks, such as marketing and personal 
errands, or companionship, to meals 
served at home. The need for some de- 
gree of independence is still felt by older 
persons, regardless of the extent of their 
handicap or capabilities. The need for 
friendly visiting programs or housekeep- 
ing services therefore becomes more ap- 
parent. 

Many activities, we see, not usually 
considered a part of public health are 
relevant to the health of older people and 
extend beyond the clinical and patho- 
logical aspects of aging. Public health 
workers who would help these people 
conserve their health cannot, therefore, 
ignore the older person’s requirements in 
food, clothing, and shelter. Nor can pub- 
lic health workers ignore the interde- 
pendence of health and leisure, employ- 
ment, and social relationships. It follows, 
therefore, that to obtain optimum adult 


hygiene, the disciplines of medicine, pub- 
lic health, and the social sciences must 
be called on for help. 


TRAINING AND EDUCATION 


The fact that public health workers 
have, without any directed change of 
policy, found themselves working with 
older people entails training the health 
specialist so that he may have the nec- 
essary knowledge and skill to perform 
his new responsibilities capably. 

Training in chronic disease and aging 
is needed at two levels: formal, long- 
term courses for professional workers 
prior to their entrance into public health, 
and short-term refresher or “re-tread” 
courses for those already in the field. 

A recent study of the curriculum of 
schools of public health revealed that 
a surprising amount of time (indeed, a 
continually increasing amount of time) 
was spent in lectures, seminars, field 
visits, and student assignments on chronic 
disease and aging. Professional training 
is exposing public health workers to basic 
concepts and problems relating to the 
chronically ill and aged person. 

Short-term training is gaining momen- 
tum, also. Large numbers of professional, 
semiprofessional, and lay persons have 
availed themselves of refresher courses, 
seminars, institutes, inservice training 
courses, and the like. These activities 
have brought to the participants new 
skills and knowledge, but more important 


they have stimulated interest and provid- 
ed an impetus to community programing, 


NEED FOR RESEARCH 


In describing the impact of aging on 
health programs, I have hopefully indi- 
cated, perhaps indirectly, where gaps 
exist. The social scientist may help fill 
in these gaps through research. Health 
workers, in order to develop sounder 
programs for the older person, need more 
information on (a) the attitudes of the 
community, professional workers, and the 
elderly on aging and programs for aging 
persons, (b) the reasons behind the use 
or nonuse of community health facilities, 
(c) the relationship of health and illness 
to work, leisure time activities, and atti- 
tudes toward others, (d) the important 
factors that motivate older persons to 
seek rehabilitation, and (e) barriers and 
incentives to good community planning. 

Changes have taken place that necessi- 
tate a fresh approach to the solution of 
the ever-increasing problem of an aging 
population. We in public health feel that 
this is one of the most important tasks 
confronting us today. Experimentation 
with new techniques and the application 
of present knowledge are not enough. Our 
ultimate goal cannot be reached without 
the strength and support of further re- 
search. And that goal will be reached 
when, through comprehensive community 
planning, we succeed in enriching the 
later years as we have extended them. 
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athlete’s foot 


Athlete’s Foot — one of the most prevalent 
and troublesome fungus infections today — is 
estimated to affect 90% of the population at one 
time or another. Desenex, containing the 
unsaturated fatty acid, undecylenic acid, has 
proved to be one of the most potent antimycotic 
agents known for effective treatment 

of superficial fungus infections. 
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2 fi. oz. bottles. In Otomycosis — Desenex 
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Books received 


Books received for review during the 
period from April 5 to May 5 are listed 
below. Reviews will be published as space 
permits. 


PATHOLOGY. By Peter A. Herbut, M.D., 
Professor of Pathology, Jefferson Medical Col- 
lege and Director of Clinical Laboratories, Jef- 
ferson Medical College Hospital, Philadelphia, 
Pennsylvania. Ed. 2. Cloth. Pp. 1516, with il- 
lustrations. $18.50. Lea & Febiger, Washington 
Square, Philadelphia 6, 1959. 


SCIENCE & PSYCHOANALYSIS. Volume 
II. Individual and Familial Dynamics. Edited 
by Jules H. Masserman, M.D., Professor of 
Neurology and Psychiatry, Northwestern Uni- 
versity. Cloth. Pp. 218. $6.75. Grune & Strat- 
ton, Inc., 381 Fourth Avenue, New York 16, 
1959, 


ANCIENT EGYPTIAN AND CNIDIAN 
MEDICINE. The Relationship of Their Aeti- 
ological Concepts of Disease. By Robert O. 
Steuer and J. B. de C. M. Saunders, M.D., 
F.R.C.S. (Edin.). Cloth. Pp. 90, with illustra- 
tions. $3.00. University of California Press, 
Berkeley 4, California, 1959. 


PROGRESSIVE EXERCISE THERAPY IN 
REHABILITATION AND PHYSICAL EDU- 
CATION. By John H. C. Colson, F.C.S.P., 
M.S.R.G., M.A.O.T., Principal, School of Re- 
medial Gymnastics and Recreational Therapy; 
and Director of Rehabilitation, Pinderfields 
Hospital, Wakefield. Cloth. Pp. 184, with il- 
lustrations. $4.50. John Wright & Sons, Bris- 


tol, 1958. The Williams & Wilkins Company, 
exclusive U.S. agents, Mount Royal and Guil- 
ford Avenues, Baltimore 2. 


FUNDAMENTALS OF OTOLARYNGOL- 
OGY. A Textbook of Ear, Nose and Throat 
Diseases. By Lawrence R. Boies, M.D., Pro- 
fessor of Otolaryngology, Chairman, Depart- 
ment of Otolaryngology, University of Minne- 
sota Medical School. Ed. 3. Cloth. Pp. 510, 
with illustrations. $8.00. W. B. Saunders Com- 
pany, West Washington Square, Philadelphia 5, 
1959. 


PRINCIPLES OF SELF-DAMAGE. By Ed- 
mund Bergler, M.D. Cloth. Pp. 469. $6.00. 
Philosophical Library, Inc., 15 East 40th Street, 
New York 16, 1959. 


BIOSYNTHESIS OF TERPENES AND 
STEROLS. Ciba Foundation Symposium. Edit- 
ed by G. E. W. Wolstenholme, O.B.E., M.A., 
M.B., B.Ch.; and Maeve O’Connor, B.A. Cloth. 
Pp. 311, with illustrations. $8.75. Little, Brown 
& Company, 34 Beacon Street, Boston 6, 1959, 


THE PRESERVATION OF EYESIGHT. 
Edited by Sir Arthur Salusbury MacNalty, 
K.C.B., M.A., M.D. (Oxon.), F.R.C.P. (Lond.), 
F.R.C.S. (Eng.), D.P.H., Hon.F.R.S. (Edin.), 
Formerly Chief Medical Officer of the Ministry 
of Health and Ministry of Education; Fellow 
of University College, London. Cloth. Pp. 107, 
with illustrations. $3.00. John Wright & Sons, 
Bristol, 1958. The Williams & Wilkins Com- 
pany, Mount Royal and Guilford Avenues, Bal- 
timore 2, exclusive U.S. agents. 


HEADACHE. Diagnosis and Treatment. 
Edited by Arnold P. Friedman, M.D., Associate 
Clinical Professor of Neurology, Columbia Uni- 
versity; Associate Attending Physician, Neu- 


rological Institute, Presbyterian Hospital; Phy- 
sician in Charge of Headache Unit, Montefiore 
Hospital, New York; and H. Houston Merritt, 
M.D., Professor of Neurology, Columbia Uni. 
versity; Director of the Service of Neurology, 
Neurological Institute, Presbyterian Hospital; 
Acting Vice President in Charge of Medical 
Affairs and Acting Dean of the Faculty of 
Medicine, Columbia University; Consultant 
Neurologist, Montefiore Hospital, New York, 
Cloth. Pp. 401, with illustrations. $8.00. F. A, 
Davis Company, Medical Publishers, 1914 Cher. 
ry Street, Philadelphia 3, 1959. 


PERIPHERAL VASCULAR DISEASES, 
An Objective Approach. By Travis Winsor, 
M.D., F.A.C.P., Assistant Clinical Professor of 
Medicine, University of Southern California 
School of Medicine, Los Angeles; Director, 
Heart Research Foundation, Los Angeles; Staff 
Member, The Hospital of the Good Samaritan, 
Los Angeles; Staff Member, St. Vincent’s Hos- 
pital, Los Angeles; Staff Member, Los Angeles 
County General Hospital. Cloth. Pp. 845, with 
illustrations. $16.50. Charles C Thomas, Pub- 
lisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1959. 


THE MEDICAL SECRETARY. In a Medi- 
cal, Hospital, or Dental Office. By Kenneth B. 
Coffin, Professor of Business, Head of the De- 
partment of Secretarial Administration, San 
Jose State College, California; and R. Forrest 
Colwell, Colwell Publishing Company, Cham- 
paign, Illinois. Cloth. Pp. 391, with illustra- 
tions. $5.95. The Macmillan Company, 60 Fifth 
Avenue, New York 11, 1959. 


A HANDBOOK OF OBSTETRICS AND 
GYNAECOLOGY FOR NURSES. By Douglas 
G. Wilson Clyne, B.M., B.Ch., M.A. (Oxon.), 
L.R.C.P., F.R.C.S. (Edin.), M.R.C.O.G., Bar- 
ister-at-law; Sometime Consulting Obstetrician 
to the East End Maternity Hospital; Consulting 
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That’s the patient with the right form of 
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sive vitamin-mineral formula is ideal in™ 
frank nutritional deficiency states (vITERRA 
Therapeutic) or in daily supplementatio’ 
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VITERRA Therapeutic: when high poten-” 
cies are indicated. 
VITERRA Capsules: 10 vitamins, 11 min-7 
erals for balanced daily supplementation. 
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PROZINE offers effective aid in the treatment of many organic symptoms arising 
from moderate to severe emotional disturbance. For example, ProzinE produced 
improvement in 62 of 74 patients' with anxiety neuroses accompanied by nausea, 
vomiting, tremor, palpitations, or fear. In another 57 patients? suffering from 
nausea and vomiting, PRrozinE relieved symptoms in over 90 per cent. 

Designed for everyday practice, ProzinE controls motor excitability as well as 
anxiety and tension by acting on both the hypothalamic and thalamic areas of the 
brain. Because of this dual action, dosage requirements are low, side-effects minimal. 


1. Case reports on file, Wyeth Laboratories. 2. Parks, R.V., and Moessner, G.F.: Dual 
Approach to Patient Care, Scientific Exhibit, A.A.G.P., April, 1959. 
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Obstetrician and Gynaecologist to East Ham 
Memorial Hospital and the King Edward VII 
Hospital, Windsor; Consulting Gynaecologist to 
Chalfont and Gerrards Cross Hospital, Fleet and 
District Hospital, the Italian Hospital, Maiden- 
head Hospital, the Royal London Homoeopathic 
Hospital, and Yateley Cottage Hospital; Lectur- 
er to Midwives Training School at the General 
Lying-in Hospital, York Road, and the City of 
London Maternity Hospital; Lecturer to the 
Royal College of Midwives for the Teachers’ 
Diploma; Examiner to the Central Midwives 
Board and to the General Nursing Council for. 
England and Wales; Late Obstetric and Gynae- 
cological Registrar and Tutor, Charing Cross 
Hospital, and Honorary Registrar to the Gen- 
eral Lying-in Hospital, York Road. Cloth. Pp. 
204, with illustrations. $4.00. John Wright & 
Sons, Bristol, 1958. The Williams & Wilkins 
Company, Mount Royal and Guilford Avenues, 
Baltimore 2, exclusive U.S. agents. 


ACETOPHENETIDIN. A Critical Biblio- 


graphic Review. By Paul K. Smith, Ph.D., 
Professor of Pharmacology, The George Wash- 
ington University School of Medicine. Cloth. 
Pp. 180, with illustrations. Interscience Pub- 
lishers, 250 Fifth Avenue, New York 1, 1958. 


MIRAGE OF HEALTH. Utopias, Progress 
and Biological Change. World Perspective. 
Volume 22. By Rene Dubos. Cloth. Pp. 236. 
$4.00. Harper & Brothers, 51 East 33rd Street, 
New York 16, 1959. 


A DOCTOR DISCUSSES MENOPAUSE. 
By G. Lombard Kelly, A.B., B.S.Med., M.D., 
President Emeritus and formerly Professor of 
Anatomy, Medical College of Georgia; former- 
ly Research Associate in Anatomy, Cornell Uni- 
versity Medical School; member American As- 
sociation of Anatomists; contributor to scientific 
journals in the fields of Physiology and En- 
docrinology. Paper. Pp. 90, with illustrations. 
$1.50. The Budlong Press, 5428 North Virginia 
Avenue, Chicago 25, 1959 


Graduates 


CHICAGO COLLEGE OF OSTEOPATHY 
JUNE 7, 1959 


Abbondante, Richard Enrico 
Barber, Norman Dean 
Benaderet, Geraid Lawrence 
Blakeman, Lloyd Jerome 
Bour, James Murry 

Butrey, Peter Andrew \ 
Capuson, Carlton Gerald 
Catalano, Peter Albert 
Catapano, Gerard Anthony 
Charochak, Richard Peter 
Chinen, Masahide 
Constantinides, Angelos 
Cooper, William Robert 
Culver, Robert Elroy 

De Angelis, John, Jr. 
DePizzo, Nick Phillip 
DiGiovanna, Eileen Landenberger 
DiGiovanna, Joseph Anthony 
Feldstein, Herbert Seymour 
Foreit, Claude 

Frazier, Roger Lowell 
Gerig, Dean Arden 
Goldstein, Martin Barnet 
Gotbaum, Irwin 

Greenleaf, Dodd Keefer 
Griesemer, Gerald Delven 
Gushwa, Richard Lew 
Hajjar, Raymond Thomas 
Jamieson, Austin Lyrrell 
Kelz, Arnold 

Kuchynka, John Francis 
Levine, Stanley 
MacDermid, John Emery 
Marchiano, Robert Edgar 
McCabe, Gerald Eugene 
Mitchell, Frederic Lockwood, Jr. 
Mortola, Robert George 
Mottice, James Edgar 
Nash, Norman Charles 


Newberry, Frederick McKnight 
Nicholudis, Thomas Nick 
Plotnik, Samuel Martin 
Price, Calvin Ulysses 
Rice, John 

Roberts, John Harry 
Ruffino, Gasper Francis 
Segall, Irwin Ronald 
Smyk, Anthony Stanislaus 
Spoelstra, Paul Cornell 
Sullivan, John Robert 
Sweeney, Walter Lee 

Toy, William George 
Vandervort, Paul Gerald 
Violand, Thomas 
Waronker, Alan Dwight 
Weiss, Paul Joel 

Wolski, John 


COLLEGE OF OSTEOPATHIC 
PHYSICIANS AND SURGEONS 
JUNE 19, 1959 


Anardian, Mitchell Peter 
Asbury, Willard Eugene 
Bashner, Morton Herbert 
Bergstrom, Richard Adsit 
Borden, Abraham Herman 
Brenner, John Maxwell 
Bullock, John Reginald, Jr. 
Burton, Michael S. 
Castronova, Eli Anthony 
Clem, Milton D. 

Cohen, Harry O. 
Connor, Ralph Wesley 
Cottrell, Lester Lee 
Cronin, Charles 

Daniels, Stanley Zelman 
DiMassa, Joseph 
Donofrio, David Jonathan 
Duncan, William Keith 
Eckert, Wade R. 
Feinberg, Robert Joseph 
Fisher, Olaf Lincoln 
Fralick, George Edwin 


1859 — 1959 


(27th) 


58, June 1959 


LEA & FEBIGER 


Ready This Summer! 


In celebration of the 100th anniversary of 


GRAY’S ANATOMY 


Lea & Febiger proudly presents the 


AMERICAN CENTENNIAL 


EDITION 


About 1500 pages, 7’x10”. Approx. 1250 illustrations, mostly in color. 


WASHINGTON SQUARE 
PHILADELPHIA 6, PA. 
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Franz, Joseph Walter 
Friedman, Charles 
Friend, John Hanson 
Fries, Robert Heaton 
Fukuji, Shigeto 

Fung, Walter 

Gama, Carlos Humbert 
Golanty, Stanley Alvin 
Goldman, Erwin Charles 
Gottlieb, Alvin Myron 
Gualtieri, Vincent 

Hart, Richard Allen 
Hathaway, Gary Forrest 
Jahangiri, Mansour 
Johnson, Chris John 
Jones, W. T. 

Katz, Morris Charles 
Kemeny, Stuart Sam 
Kenneally, Leo Francis 
Kovner, Victor Lee 
Krieger, Frederick 
Larner, Allan Irving 
Leonard, Paul 

Leong, Walter 

Magrann, John Joseph 
Marchosky, Ruben 
Maruyama, Frank Shihashi 
Matthews, Wayne Cleve 
Miller, Edward John 
Mitchell, Charles Howard 
Moss, Glenn Monroe 
Mossler, Jack Edward 
Mostafanejad, Amir Moghtader 
O’Meara, Terence Calvin 
Passy, Victor 
Perlmutter, Robert Albert 
Rauch, Herman Samuel 
Reed, William Dana 
Reno, Gordon Elliott 
Rhoades, Paul 

Robb, Leon Gerald 
Rubino, Frank 

Ruff, Graham Denison 
Safran, Robert S. 
Sakamoto, Shoji 

Sands, Marshall 


Schemmel, Robert Allen 
Schlom, Louis 

Schmidt, Stephen Joseph 
Shishmanian, Leo Nerses 
Shrader, Grover Neil 
Siering, William J., Jr. 
Steedman, Robert Andrew 
Sussman, William Leonard 
Taherpour, Parviz 

Trunk, Leon Martin 
Weeed, Nelson Dexter, Jr. 
Wible, John Robert 
Wineland, Richard Dean 
Worden, Jack Lloyd 
Zebrack, Morton 

Zirpolo, Michael Angelo 


COLLEGE OF OSTEOPATHIC MEDICINE 
AND SURGERY 
JUNE 5, 1959 


Allen, Cyril R., Jr. 
Baron, Ned 

Beech, Robert Lee 
Bernhang, Stanley Soloman 
Bienenfeld, Harold Leon 
Blem, James F. 
Bousamra, Michael 
Brainerd, Robert Donald 
Chambers, Herbert Lowe 
Chirillo, Joseph Stephen 
Christensen, Warren Thomas 
Cohen, Donald Maurice 
Conn, Raymond Allen 

Di Donato, Lawrence 
Fox, James Melville, Jr. 
Fredericks, Gene Wallace 
Friedman, Stephen Simon 
Gash, Robert Pollock 
Granowicz, Vincent Julian 
Greiner, Robert Walter 
Grubin, Martin Jay 
Hanlon, Donald Eugene 
Harnish, Henry Weaver 
Ippolito, Jean Blaze 


Jankowski, Norman William 
Kay, Donald Lawrence 
Knopper, Morton Paul 
Lane, Leland Earl 

Lane, Robert Edward 
Libell, Charles Francis 
Linden, Melvin Donald 
Meltz, Fred 

Molea, John Samuel 
Myers, Frank Wayne 
Nagle, Leonard Ray 
Nelson, Orman 

Neumann, LeRoy 
Olowosuko, Olapade (Edmunds) 
Pounds, F. Sims, Jr. 
Prineas, Manoel Mike 
Rodamar, Benjamin William 
Scheiner, Norman 

Schmid, Michael Raymond 
Schneider, Paul 

Siegel, Martin Bernard 
Silvers, Fred 

Singer, Manuel Jack 
Stoerkel, Bill Caris 
Timmons, Eugene Love 
Van Maren, Harold Bruce 
Ventresco, Christy Anthony 
Wakefield, John P. 

Ware, Eustace John 

Watts, Russell Wesley 
Weiss, Sol 


KANSAS CITY COLLEGE OF 
OSTEOPATHY AND SURGERY 
MAY 29, 1959 


Accardo, Philip Louis 
Aizic, Morton 

Alalouf, Marc 

Alsleben, Harry Rudolph 
Altenes, James John 
Amico, Joseph Richard 
Bailes, William Webb 
Baron, Stuart 

Betterman, Mark Sanford 


entire plan. 


DONT BUY 
LEASE IT! 


You can furnish your office or clinic complete 

without investing a red cent of your own and without 
chattel mortgage. Electro-cardiograph, Metabolism 
Apparatus, Waiting Room Furniture can now be yours 
on a small monthly lease basis. Expense the lease charges. 


AND YOU'LL BE AHEAD TAX WISE, TOO! 


Don't delay! Drop us a line, tell us what you need and we'll explain the 


EQUIPMENT AND INSTRUMENTS 


609 COLLEGE ST. CINCINNATI 2, OHIO 


A-158 JournaL A.O.A. 


Block, Bertrand 

Bobbitt, Roy Lee 

Bogdan, Andrew 

Boone, William Radcliffe 
Boots, Chester Oscar 
Bradley, Frank Joseph, Jr. 
Bucci, Raymond Joseph 
Ciavatta, Vitale G 

Cimber, Robert Lawrence 
Connair, Robert James 
Corona, Anthony Gerard 
Crawford, Robert Randolph 
Dattilo, Phillip John 
Dewberry, Robert Wyman 
Dushay, Donald Michael 
Edwards, Rudolph Howard 
English, Ray Earl 

Evans, Richard Edward 
Fast, Naomi Mae 
Feldsher, Murray 

Ferrara, John Adam 

Fox, Morton 

Freedlander, Donald 
Fuller, George Alexander, III 
Gilday, Robert Francis 
Groom, Mary Joy 
Ham-Ying, John Russel 
Hanley, John Ferm 
Harper, Ray Harding 
Helsley, George Richard, Jr. 
Helton, Charles Ray 
Hetzel, Thomas Edward 
Hillyard, William Taylor 
Hock, Leonard Ray 
Hubbard, Ralph Waldo, Jr. 
Huebler, Lynn Alvin 
Hughes, Raymond Royce 
Josephs, Allen 

Kalata, John Charles, Jr. 
Katz, Leonard Seymour 
Kaufman, Arnold Maurice 
Kovacs, Louis Andrew 
Krachman, Nathan 
Krebethe, William Francis 
Lebowitz, Allen Gerald 
Lupo, Armand Joseph 


Maietta, Carmin Samuel 
Malvin, Philip Joseph 
Mares, Robert Joseph 
Masters, Arnold Sheldon 
Mathieson, Carl Oscar, Jr. 
McClellan, Eugene Karl 
Mekjian, Jack 

Mellone, George A. 
Mogerman, Donald Marvin 
Neff, Franklin Edward 
Norris, Theodore 

Orlando, Louis, III 
Parker, Earl Leonard, Jr. 
Patterson, Vera L’Vonne ' 
Peak, James Wallace 
Peterson, Donald McLeod 
Pfauth, Albert Leo 

Pines, David Jay 

Quinn, Philip Leo Francis 
Reed, Walter George, Jr. 
Reznick, Gerald Seymour 
Roberts, Alexander 
Roskos, Thomas 

Sachse, Ernest James, Jr. 
Saunders, Kenneth 
Scarborough, James Irsel 
Scarinzi, Hugo 
Scharnecchia, Dan Anthony 
Schermerhorn, Marvin Royce 
Schultz, Harold Charles 
Sealey, Billy Jack 
Singerman, Arnold 

Skufca, Robert Andrew 
Sorensen, Eugene Roy 
Spence, Richard Elbert 
Staab, Robert Joseph 
Sundry, Vincent Arnold 
Tarr, Donald Fletcher 
Taylor, Robert Dean 
Terwilliger, Clarence Eugene 
Thomas, Charles Edmond 
Wadle, Rudi Otto 
Weinstein, Sheldon Alan 
Whitlock, William James 
Wudkewych, Eugene Benedict 
Zachary, Ted Eugene 


KIRKSVILLE COLLEGE OF 
OSTEOPATHY AND SURGERY 
JUNE 1, 1959 


Alexander, Hobart Lanier 
Andrews, Charles Frederick 
Antonuccio, Joseph Francis 
Bailey, Wilson Pease 
Barbour, Gene Paul 

Bates, Darrell Clifton 
Benton, Charles Anthony 
Bergen, William Franklin 
Bess, Kenneth Dale 
Bichon, Robert M. 

Biggs, Charles Robert 
Bilyeu, William A., Jr. 
Borland, Leonard Vincent 
Brittingham, Louis Ward, Jr. 
Buechel, John Cornyn, Jr. 
Burman, Richard Joseph 
Burnstein, Walter William 
Calvo, Dominick Emanuel 
Carlson, Carl William 
Carrell, Kenneth Rhea 
Chesnut, Graham Howard 
DeVore, Harry Junior 
Erme, William P. 

Fedele, Stephen 
Fleischman, Edward 

Flick, Shula Germaine 
Francis, Francis Xavier, Jr. 
Goblirsch, Edmund Dean 
Goff, William Howard, Jr. 
Goss, Gerald Ralph 
Greenfield, Arthur Arron 
Guenther, Robert Edward 
Guzik, Joseph Stanley, Jr. 
Hagen, Douglas Patrick 
Helak, Henry John 
Hiscock, Robert Allen 
Hite, Robert Terrence 
Hollar, Frank Hartman 
Hospers, William de Geldner 
Howard, Paul 


PROTECT Little Braves Scalps 


Crapor is an antibacterial penetrating emulsion with Diaparene® Chloride 
(methylbenzethonium chloride) in an oxycholesterin absorption base of liquid 
petrolatum and lanolin. The absence of keratolytic agents renders it safe to use 
for the prevention and treatment of cradle cap.* 


Pt all H.D. and Maffia, A.J., ‘A New Treatment for Cradle Cap”, N.Y. State Med., 57:265-267, Jan. 
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George A. Breon & Company, 1450 Broadway, New York 18, N.Y. 
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Hunter, Harold Cornelius 
Isaak, Harvard Edward 
Johnstone, James Neil 
Kandalaft, Fuad Habib 
Keating, Ralph, Jr. 

Kent, Harold Wesley 

Koch, David Alan 
Kotanchick, Bernard Francis 
Krauss, William Robert 
Landsberg, Ralph 

Marini, Joseph Arthur, Jr. 
McClimans, Gordon Alexander 
Mendicino, Anthony Thomas, Jr. 
Miriani, Benedict John 
Morris, Dareld Ray 

Pagliei, Nicholas Richard 
Payne, Maurice Wayne 
Pratt, Carl William 
Reinhardt, Jules Lawrence 
Restifo, Nicholas Phillip 
Biggs, Robert A. 

Rodos, Joseph Jerry 

Ross, Sydney P. 

Ruff, James Malcolm 
Schappach, George Joseph 
Schneiderman, Marcia Jean Ollom 
Schwartz, Mendon Samuel 
Scott, Jerry W. 

Sellas, Deno Spiro 
Simonsen, Verner Marvin, Jr. 
Skaggs, Royce Eugene 
Smith, Gerald Wayne 
Stonecipher, William Curtis 
Stookey, James Russell 
Sutton, Jere G. 

Swayze, David Wayne 
Turcillo, Joseph, Jr. 
Wallach, Neil 

Walrod, Worth Meidell, Jr. 
Williams, Dale Lee 
Williams, Lawrence Daniel 
Wimp, Ralph Victor 

Wirth, Walter Emil 
Wojciak, Raymond J. 
Wysong, Benjamin Luke 
Zond, John Roland 


PHILADELPHIA COLLEGE OF 
OSTEOPATHY 
JUNE 14, 1959 


Abrams, David Joel 
Abrams, Ronald Harold 
Addis, Hunter Marsden 
Anderson, William Albert 
Angstadt, Homer B., Jr. 
Asnis, Marvin Joseph 
Avallone, Michael Francis 
Barbell, Bernard Samuel 
Barkus, Daniel Ross 
Barnes, James Melvin 
Beck, Henry Herman 
Blitz, Philip Myron 

Block, William Allen 
Bogutz, Richard Marvin 
Bottomley, Donald Lynn 
Brason, Stanley M. 
Caldwell, Harry Meredith, Jr. 
Carr, Herbert William 
Conlon, John Francis 
Corbin, Sidney Eazer 
Cribbs, William David 
Curley, John Basil 
Danley, Wilfred Miles, III 
D’Antonio, Lawrence Edward 
DiSanto, William Ernest 
Dubinett, Sheldon 

Falco, Domenic Micheal 
Finkelstein, Leonard Harris 
Franciosi, Ralph Vincent 
Frank, Arnold Jay 
Glickel, Joseph 

Goldberg, Ronald 
Goldman, Donald Jerry 
Goloff, Edward Black 
Green, James Edward 
Greenholz, Daniel J. 
Greenspun, Bertram 
Halin, Lewis Maurie 
Herrick, Kirk Hilliard 
Hirsh, Lewis William 


Jenkins, Charles Thorniley 
Johnston, Peter Edwin 
Kelly, John Anthony, Jr. 
Kirshenbaum, Richard I. 
Kofsky, Albert 
Kominsky, Solomon 
Kubacki, Thomas Richard 
Lagomarsino, James Louis 
Leopold, Jerry Irwin 
Levine, Morton William 
Linn, Robert 

Maglietta, James Leonard 
Manin, Lawrence 
McGowan, Commer Kellie 
Melachrinos, William S. 
Merchanti, Robert John 
Miller, Stanley Lester 
Moody, Tomulyss 

Neun, Charles Joseph, Jr. 
Noyes, Willard Leo 
Otten, Ralph F. 

Parente, Paul Albert 
Parlin, Daniel Philip 
Pema, Peter James 
Petteruti, Joseph Leopold 
Riviello, Benny, Jr. 
Roth, Marjorie Love 
Rubin, Gerald 

Scott, John Richard 
Setnar, Milton I. 
Shapiro, Bertram Pincus 
Sharkis, Robert Walter 
Silbereisen, Fred Eriksen 
Spellman, Herbert 
Steinberg, Stanley Martin 
Sutula, Michael 

Swain, Robert Bernard 
Thome, Donald Heisey 
Tufankjian, Edward 
Wallace, James Howard 
Wallach, Marvin Sidney 
Waties, Wendell Morton 
Wert, Lenwood Boyer 
Willis, Lawrence Alford 
Wolfe, Edward Martin 
Zinberg, Sheldon Spencer. 
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Hypothyroid patients 
with few exceptions must have 
lifetime thyroid supplementation. 
No wonder then that 

many physicians prefer Proloid 
for its safe, predictable metabolic 
response. It is economical, 
odorless, and especially acceptable 
to the patient for long-term therapy. 


Proloid is the only purified but 
complete thyroglobulin. Proloid is 
assayed chemically to assure unvarying 

amounts of organic iodine, and 
biologically to assure uniform metabolic 
potency from lot to lot. Specify Proloid 
whenever thyroid therapy is indicated. 
Proloid is prescribed in the same 
dosage as ordinary thyroid but its response 
is smooth, uniform and predictable. 


safe, dependable, economical 


MORRIS PLAINS. N. J. 
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| your patient isa boom rat 
| hanksto pain 
musculoskeletal disorders 
Supplied: Va’ yred, O10) 


Changes of address and 


new locations 


Ackerman, Max, from Bronx, N. Y., to 145-38 Lakewood Ave., 
Jamaica 35, L. I, N. Y. 

Azarian, Albert, from 261 Baxter Ave., to 135 Baxter Ave., 
North Sacramento 15, Calif. 


Barken, Elvera T., from 524 Security Bldg., to 2785 Pacific 
Ave., Long Beach 6, Calif. 
Bauers, John, from 616 N. W. 18th St., to Portland Osteo- 
pathic Hospital, 2900 S. E. Steele St., Portland 2, Ore. 
Beckstrom, Elmer G., from Dallas, Texas, to Bayview Hospital 
& Clinic, Box 1175, Rockport, Texas 

Beckstrom, Harriett Perry, from Dallas, Texas, to Bayview 
Hospital & Clinic, Box 1175, Rockport, Texas 

Berger, Joseph, PCO ’58; Metropolitan Hospital, 300 Spruce 
St., Philadelphia 6, Pa. 

Brandon, J. Ned, from 403 Ritz Bldg., to 1242 S. Boston Ave., 
Tulsa 19, Okla. 

Brooke, Burnham, from 616 N. W. 18th St., to Portland Osteo- 
pathic Hospital, 2900 S. E. Steele St., Portland 2, Ore. 
Butler, Robert, from 616 N. W. 18th St., to Portland Osteo- 
pathic Hospital, 2900 S. E. Steele St., Portland 2, Ore. 


Chaplin, Richard G., from 619 Townsend St., to Lansing Gen- 
eral Hospital, 2800 Devonshire Ave., Lansing 10, Mich. 
Chinn, Wilbur, from 616 N. W. 18th St., to Portland Osteo- 
pathic Hospital, 2900 S. E. Steele St., Portland 2, Ore. 
Cicero, George J., PCO ’58; South Bend Osteopathic Hospital, 
2515 E. Jefferson Blvd., South Bend 15, Ind. 

Clayton, Robert E., from Amarillo, Texas, to Groom Osteo- 
pathic Hospital, Groom, Texas 

Clifford, L. R., from 5310 N. Saginaw St., to 5009 N. Saginaw 
St., Flint 5, Mich. 

Cole, Ralph Henry, from 2130 S. Hobart Blvd., to 2267% W. 
Adams Blvd., Los Angeles 18, Calif. 

Coopersmith, M. G., from Moorestown, N. J., to 222 Warren 
St. Beverly, N. J. 

Crane, John N., from 2955 54th St., to 4209 Fairmount Ave., 
San Diego 5, Calif. 

Curran, S. E., from Sacramento, Calif., to 3187 Del Paso Blvd., 
North Sacramento 15, Calif. 

Curtis, Robert F., from 4041 Wilshire Blvd., to 4619 Beverly 
Blvd., Los Angeles 4, Calif. 


Dawson, Earl M., from 3200 W. Sixth St., to 253 S. Oxford 
Ave., Los Angeles 4, Calif. 

Diebold, Wendell, from Los Altos, Calif., to 1628 Seabright 
Ave., Santa Cruz, Calif. 

Dodds, Rex, from 407 N. Citrus Ave., to Box 36155, Los An- 
geles 36, Calif. 

Dorrance, R. G., Jr., from 223 Fourth Ave., to 6079 Jenkins 
Arcade, Pittsburgh 22, Pa. 

Dosh, Don L., from Sandusky, Mich., to 7227 Genesee Road, 
Genesee, Mich. 
Dykstra, Joseph, from 202-06 K. P. Bldg., to 411 Shops Bldg., 

Des Moines 9, Iowa 


Eckert, John R., from 320 W. Willow St., to 1623 S. Court St., 
Visalia, Calif. 

Edelstein, Morris, from 1133 Crenshaw Blvd., to 326 N. Ver- 
mont Ave., Los Angeles 4, Calif. 

Epstein, Sheldon M., DMS ’58; Detroit Osteopathic Hospital, 
12523 Third Ave., Detroit 3, Mich. 


Farrar, J. Marvin, from 635 Catalonia Ave.,- to 235 Catalonia 
Ave., Coral Gables 34, Fla. 

Ford, William Stephenson, from Vancouver, Wash., to 12221 
S. E. Reedway, Portland 66, Ore. 

French, Everett E., from Hurst, Texas, to 6816 Camp Bowie 
Blvd., Fort Worth 16, Texas 

Friedlin, F. Jay, from 147 Grandview Ave., to 29 S. Brentwood 
Ave., Pitman, N. J. (Change name from Frederic Jay 
Friedlin) 
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Noludar 300 


300 mg CAPSULES 


A good night’s sleep can be described in 
dozens of ways, but ‘‘natural’’ comes clos- 
est to the kind of sound, refreshing sleep 
your patients will enjoy when you pre- 
scribe new NOLUDAR 300. Unsurpassed 
safety... prompt action...6 to 8 hours of 
undisturbed rest . . . and a cheerful awak- 
ening without barbiturate ‘‘hangover’’— 
such is the quality of sleep with NOLUDAR. 
Safe, non-barbiturate, non-addictive, emi- 
nently free of even minor side reactions. 


DOSAGE: Adults—One 300-mg capsule before 
retiring. Do not exceed prescribed dosage. 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc 
— Nutley 10, New Jersey 
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Gelman, Sidney M., from 20104 Joy Road, to 18518 Joy Road, 
Detroit 28, Mich. 
Glidden, J. Warren, from Kansas City, Mo., to 4412 N. Duna 
Drive, Covina, Calif. 
Gregory, Buford L., from: 1634 S. Boulder Ave., to 2818 S, 
YOUNG’S : Harvard Ave., Tulsa 14, Okla. 
Griffin, Thomas F., from 8645 W. Pico Blvd., to Box 36021, 
has RECTAL Los Angeles 36, Calif. 
Gundermann, William Charles, PCO ’58; Osteopathic Hospital 


i) DILATORS of Maine, 335 Brighton Ave., Portland, Maine 


Hansen, Luther R., from 8102 Castro Valley Blvd., to 21715 
Redwood Road, Castro Valley, Calif. 

Hase, Keigo, from 8608 Hough Ave., to 3230 W. 119th St., 
Cleveland 11, Ohio 

Heaton, Ray D., from Marietta, Ohio, to 144 Butternut, Pom- 
eroy, Ohio 

Hixson, Darwin, from Oklahoma City, Okla., to Sterling, Okla. 

Hoffman, Roy G., from Grosse Pointe, Mich., to 35075 Dumbar- 
ton Road, Mount Clemens, Mich. 


FOR RECTAL AND VAGINAL USE Howard, Jerome A., from 100 E. Broadway, to Main at South 


St., Excelsior Springs, Mo. 


Rectally For: Gently stretch tight, spas- 
@ Spastic Constipation tic, or sphinc- 1601 Clark St., to 484 W. Grand 
@ Ana Stricture .. . Prolapse ters. Help train defecation 
reduce induce from 207 Broadway Tower, to 225 W. Market, 
© Post-fistulectomy mild peristalsis. In gradu- Javery, Herbert A., from 755 Reibold Bldg.,. to 2367 Rustic 
Vaginally For: ated sizes for progressive Road, Dayton 6, Ohio 
© Oiicienie therapy. Infants: in flex- | Johl, Gulzar Singh, from 3325 N. Broadway, to 1818 E. First 
© Vaginismus ible rubber. Children and Se. Los Angeles 33, Calif. 
© Pedacel Repst Adults: in bakelite. Johnson, William M., from 5511 Austin St., to 9725 Home- 
stead Road, Houston 16, Texas 
Send for Literature Jorgensen, Thorleif V., from 2312 S. Division Ave., to 306 


Eleanor, N. E., Grand Rapids 5, Mich. 


F. E. YOUNG AND COMPANY 
Karlow, Herbert, from North Hollywood, Calif., to 11950 
8057 Stony Island Ave., Chicago 17, Ill. Laurelwood Drive, Studio City, Calif. . 


Keller, Ben F., from Rosemead, Calif., to 914 E. Gladstone, 
Azusa, Calif. 

Kerrin, Cyril N., from 117 Riverside Ave., to 216 Douglas St., 
Roseville, Calif. 

Kesten, H. H., from 755 E. Hamilton Ave., to 816 E. Court 


HAVE YOUR PATIENTS EXPERIENCED St., Flint 3, Mich. 


Kjerner, Samuel H., from Kansas City, Kans., to 308 W. 46th 


THE ADVANTAGES OF ANTIPYRINE... Terrace, Kansas City 12, Mo. 


Kleinfield, Philip H., from 120 Cobalt Ridge Drive, N., to 7503 
Newportville Road, Levittown, Pa. 

‘ Ss AF ETY i Kon, Francis S., from Eagleville, Mo., to 536 E. Glendale Ave., 
Glendale, Ariz. 

= ‘ 4 Koss, George William, from 616 N. W. 18th St., to Portland 
Side effects are generally absent with Osteopathic Hospital, 2900 S. E. Steele St., Portland 2, Ore. 
FELSOL . . . antipyrine causes no Kraut, Ben, from Raytown, Mo., to 2813 N. W. 16th St., Okla- 
harmful effects to normal persons. heen, City 7, Olde 


Kritzler, James H., from Amarillo, Texas, to 5815 Airline 


EF FICACY Drive, Houston 9, Texas 


Laderman, David R., from 3515 Cornell Drive, to 1217 Salem 


| 


> -FELSOL is effective as an anti- Ave., Dayton 6, Ohio 
= asthmatic, a — Laughton, William A., from Laughton Hospital, to Box 269, 
és — elevating threshold in cases where El Reno, Okla. 
a prompt and enduring — or Levenson, Robert C., from 1021 N. Hoover St., to 5703 Whit- 
antifever action is required. tier Blvd., Los Angeles 22, Calif. 


LoBello, Salvatore E., PCO ’58; South Bend Osteopathic. Hos- 
pital, 2515 E. Jefferson Blvd., South Bend 15, Ind. 

Logue, Francis M., from Battle Creek, Mich., to 2406 Robin- 
wood Ave., Toledo 10, Ohio 


es Each Bo MacCracken, Betsy B., from Hollywood, Calif., to 1721 Griffin 
Powder Ave., Los Angeles 31, Calif. 
Antipyrine 


lod = mg Macy, J. Winthrop, from Los Angeles, Calif., to 2304 E. Comp- 
9 ton Blvd., Compton, Calif. 
Citrated Caffeine....... ..100 mg 50mg 


Try this safe and effective preparation for symp- Marjan, Edward J., from 6026 W. Lisbon Ave., to 3110 N. 27th 
tomatic treatment. Write for free professional St., Milwaukee 16, Wis. 
samples and literature. McLellan, Allan C., from 2640 Pasadena Ave., to 3020 N. 


Broadway, Los Angeles 31, Calif. 

AMERICAN FELSOL CO., BOX 395, LORAIN, 0. Miller, Jack E., from 755 Reibold Bldg., to 1217 Salem Ave., 
Dayton 6, Ohio 

Miller, Waldo B., from 619 Townsend St., to Lansing General 
Hospital, 2800 Devonshire Ave., Lansing 10, Mich. 


A-164 Journat A.O.A. 


| 
IN | 
| Felsol FORMULA | 
| 


Millman, Julian D., PCO ’58; Metropolitan Hospital, 300 
Spruce St., Philadelphia 6, Pa. 

Modders, Robert E., from Saginaw, Mich., to 943 Rodney 
Vista Blvd., Cape Girardeau, Mo. 

Moll, David M., from Los Angeles, Calif., to 2410 W. 116th 
St., Inglewood, Calif. 

Moll, Lois Jean Gehris, from Los Angeles, Calif., to 2410 W. 
116th St., Inglewood, Calif. 

Morgan, Alan W., from 12523 Third Ave., to 25160 Lahser 
Road, Detroit 41, Mich. 

Moss, Stanley R., from West Covina, Calif., to 650 W. San 
Bernardino Road, Covina, Calif. 

Murray, Kenneth E., from 619 Townsend St., to Lansing Gen- 
eral Hospital, 2800 Devonshire Ave., Lansing 10, Mich. 
Musselman, D. A., from 12 N. E. 12th Ave., to 1520 E. Las 

Olas Blvd., Fort Lauderdale, Fla. 


Neudigate, Raymond A., from Bismarck, Mo., to 17 S. Jackson 
St., Farmington, Mo. 

Norville, Richard A., from Los Angeles, Calif., to 531 Rose- 
crans Ave., Compton, Calif. 


O’Connor, John T.. from 619 Townsend St., to Lansing Gen- 
eral Hospital, 2800 Devonshire Ave., Lansing 10, Mich. 
Okin, Milton, COPS ’56; 1723 W. Ball Road, Anaheim, Calif. 


Patzakis, Nick J., from 3938 Lull St., to 9725 Homestead Road, 
Houston 16, Texas 

Pratt, Marilynn J., from Pasadena, Calif., to 6609 Rugby Ave., 
Huntington Park, Calif. 


Quick, John B., from Stockton, Calif., to 5555 Crinklaw Lane, 
Santa Susana, Calif. 


Rasmussen, Chester M., from Portland, Ore., to 233 S. E. 
Baseline St., Hillsboro, Ore. 

Roddy, Robert C., from 5951 Hallandale Blvd., to 6830 Holly- 
wood Blvd., West Hollywood, Fla. 


Scheuerer, Donald A.. from Flushing, Mich., to 155 Atlantic 
Blvd., Pompano Beach, Fla. 

Schmidt, William Albert, from Maple Shade, N. J., to 1226 
Cooper St., Stonybrook Estates, Woodbury, N. J. 

Shaw, John B., from 5509 N. Edenfield, to 914 E. Gladstone, 
Azusa, Calif. 

Sherburne, Roy M.. from 65 Railroad St., to 9 Eastern Ave., 
St. Johnsbury, Vt. 

Shkane, Albert M., PCO ’58; Saginaw Osteopathic Hospital, 
515 N. Michigan Ave.. Saginaw, Mich. 

Siehl, Donald, from 701 Salem Ave., to 1217 Salem Ave., Day- 
ton 6, Ohio 

Sikorski, Gerald W., from 619 Townsend St., to Lansing Gen- 
eral Hospital, 2800 Devonshire Ave., Lansing 10, Mich. 

Slifer, George B., Jr., from Clayton, Mo., to 9980 Verree Road, 
Philadelphia 13, Pa. 

Snyder, Walter G., from Fresno, Calif., to Box 194, Bass Lake, 
Calif. 

Spivey, Henry A., from 9104 Garland Road, to 7525C Military 
Parkway, Dallas 27, Texas 

Stavrand, Hubert Martin, PCO ’58; Osteopathic Hospital of 
Maine, 335 Brighton Ave., Portland, Maine 

Stevens, Charles S., from 314 Rochester St., to 1871 Park 
Ave., Costa Mesa, Calif. 


Tait, Herbert A., from Adrian, Mich., to 420 Stadium Road, 
Port Arthur, Texas 

Taylor, Afton C., from 13421 S. San Antonio Drive, to 13939 
S. San Antonio Drive, Norwalk, Calif. 

Taylor, Carl J., from 404 E. Main, to 1103 E. Main, Barstow, 
Calif. 

Taylor, Frank H., from 13421 S. San Antonio Drive, to 13939 
S. San Antonio Drive, Norwalk, Calif. 

Tedrick, C. M., from Encino, Calif., to 1517 Fourth St., N. W., 
Albuquerque, N. Mex. 

Teplitz, Raymond L., from 3127 Los Feliz Blvd., to 1721 Griffin 
Ave., Los Angeles 31, Calif. 

TePoorten, Bernard A., from Kezar Falls, Maine, to 705 N. 
Alvernon Way, Tucson, Ariz. 

Titcomb, William R., from 1105 N. 26th St., to 314 N. 20th 
St., St. Joseph, Mo. 
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THE PRINCIPLES OF 


DISABILITY EVALUATION 


By Wilmer Cauthorn Smith, M.D. 


In an important field of medical service, this 
book answers an increasing need. It presents 
the philosophy and logic underlying a sound 
understanding of the nature of ‘disability—the 
practical appraisal of the degree of disability— 
and the limitations of medical science as to the 
types of disability it can measure. Useful in all 
states, it provides a systematic coverage of 
basic definitions, tenets and principles; carefully 
describes and evaluates all types of disabilty, 
and provides ready help in making evaluations 
which are medically accurate and legally ac- 
ceptable. 


204 Text Pages 2 Illustrations, 1 in Color 
New 1959 $7.00 


ANATOMY OF THE HUMAN BODY 


By R. D. Lockhart, M.D., Ch.M., F.R.S.E., 
G. F. Hamilton, M.B., Ch.B., and 
F. W. Fyfe, M.B., Ch.B. 


Omitting the obvious and avoiding repetition, 
this new text teaches anatomy in half the usual 
number of words, with twice the usual number 
of illustrations. Much of the text appears in the 
careful labeling of the illustrations. Clinical 
aspects are stressed in context—not segregated 
to the ends of sections. A book designed to 
ease the student’s burden and quicken his in- 
terest in the subject, this book has a special 
appeal to all students of anatomy. 


697 Pages 965 Illustrations, 600 in Color 
New 1959 $13.50 


THE MOUTH: Its Clinical Appraisal 


By A. B. Riffle, D.D.S. 


A monograph on the examination of the mouth 
which includes chapters on Pigmentation, Anes- 
thesia, Drugs, Orthodontics, and Teeth and Re- 
mote Derangements. 


About 120 Pages 22 Figures New 1959 $3.50 


J. B. LIPPINCOTT COMPANY, 
East Washington Square, Philadelphia 5, Pa. 


Please enter my order and send me: 
() THE PRINCIPLES OF DISABILITY 


[1] ANATOMY OF THE HUMAN BODY...... $13.50 
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FINGER SPLINT ASSORTMENT 


NEW GP CATALOG! 
Our new catalog of DePuy Fracture 
Equipment for the general prac- 
titioner is now ready. It’s helpful 
and informative .... yours for 
the asking. 


DePuy Manufacturing Company, Inc. 


% No. 288 

A very handy as- 
sortment of thirteen 
often used finger 
splints. All alumi- 
num, transparent 
to X-Ray. Conven- 
iently packaged. Be 
prepared for emer- 
gencies. Order now! 
$4.30 per box. 


SINCE 1895 — STANDARD OF QUALITY 


WARSAW, INDIANA 


Ideal Folding Table 


For Home and Office 


Height 27/2” Length 69” 
Weight 32 lbs. Width 22” 


Price $42.50 


(Paratex and felt) 2” Paratex padding 
$12.50 additional 


American Osteopathic Assn. 
212 E. Ohio St., Chicago I1, Illinois 


Twersky, Arthur Barton, from 222 Main St., to Colonial Bldg, 
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Williams, W. Ben, from Box 546, to 5 Main St., Tucker, Ga. 

Wilson, Cleo David, from Tuttle, Okla., to 4202 E. 31st St., 
Kansas City 28, Mo. 

Winker, Martha V., CCO ’57; 3816 W. 56th Place, Chicago 29, 
Ill 


Wintermute, Dean E., from Ladonia, Texas, to 201 S. E. First 
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Zachary, Loyd R., from Carmichael, Calif., to 5855 Auburn 
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Applications 
for membership 
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Gordon, Richard B., (Renewal) 11410 S. Avalon Blvd., Los 
Angeles 61 


COLORADO 
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Dose 


THE ORIGINAL 
CHLORAL HYDRATE CAPSULES 


LYCORAL 


PERMITS FLEXIBLE DOSAGE 
NON -ALCOHOLIC— PALATABLE 


per teaspoonful Handy dosage sched 


NON- BARBITURATE 
HYPO-ALLERGENIC 


Téstagar 


pharmaceuticals since 1866 


Detroit * Dallas * Los Angeles 


STARTING in PRACTICE? 


By taking advantage of our 
Special Introductory Offer, 
substantial savings can be 
made in organizing the record 
keeping procedures of your 
practice on a sound and effi- 


cient basis. MAIL COUPON 
TODAY! 


THE COLWELL COMPANY 
265 W. University Ave., Champaign, Ill. 


Please send me information on Daily 
Log Introductory Offer for 
starting in practice plus FR 

Supplies Catalog Kit. 
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FLEXIBILITY 


in the formula base has obvious advantages 
to the physician, who must decide what each 
infant needs, and when changes are indicated. 
An evaporated milk formula is a prescription 
formula, permitting the physician to adjust 


... the type and amount of carbohydrate 
... the degree of dilution to required strength 


Evaporated milk is the formula base proved 
successful by clinical experience . .. for 50 
million babies. 


FLEXIBILITY PLUS: 


Higher protein level recommended when cow’s milk is fed 
to babies 


Added vitamin D in required amounts 
Maximum nourishment—minimum cost to parents 


PET MILK COMPANY, ST. LourTs i, 


MO. 
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Treatment 


Hypertension* 


* 
Because 
RAUWILOID provides effective Rauwolfia 


action virtually free from serious side effects 
... the smooth therapeutic efficacy of Rauwiloid 


is associated with a lower incidence of certain f 
When more potent drugs are 
unwanted side effects than is reserpine...and 
venient single-tablet combinations with a lower incidence of depression. Toler- 
Rauwiloid® + Veriloid® ance does not develop. 
alseroxylon 1 mg. and alkavervir 3 mg. jai 
4 RAvUWILOID can be initial therapy for most 
Rauwiloid® + Hexamethonium hypertensive patients... Dosage adjustment is 
alseroxylon 1 mg. and hexamethonium 
chloride dihydrate 250 mg. rarely a problem. 


Many patients with severe hypertension can be main- ) 
tained on Rauwiloid alone after desired blood pres- 
sure levels are reached with combination medication. Northridge, California 
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Clinical findings in 900 patients 
show the 

selective antihypertensive action 
of Singoserp 


IN 735 PATIENTS, BLOOD PRESSURE FELL AN AVERAGE OF 30.7 mm. Hg: 


@ more than half of these patients suffered from moderate 
to severe hypertension 


@ more than half of the cases involved hypertension of at 
least 6 years’ standing, with many histories of up to 20 
years’ duration 


THE SIDE-EFFECTS PROBLEM WAS MINIMIZED IN MOST PATIENTS: 


Chart shows gratifyingly low incidence of side effects in 233 
patients given Singoserp with no other antihypertensive 
medication 


posace: Initially, 1 to 2 tablets (1 to 2 mg.) daily. 
supp.ied: Singoserp Tablets, 1 mg. (white, scored); bottles of 100. 
Samples available on request. Write to CIBA, Box 277, Summit, N.J. 


(syrosingopine CIBA) 


CIBA 


SUMMIT, N.J. 


2/26576K 


remember 


Serpasil’ 


for the 
anxious 
hypertensive 
with or 
without 
tachycardia 


a major 
improvement 
in rauwolfia 


a major 
advance in 
antihypertensive 
therapy 
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